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Tue cases to be considered fall into three groups; in the first, a 
conservative hysterectomy was done, both appendages being preserved ; 
in the second, the appendages of one side were removed with the 
uterus; in the third, “total extirpation” was done. The term 
“hysterectomy ” as used here always signifies a supravaginal or “sub- 
total” hysterectomy; the term “ panhysterectomy” is used when 
the cervix is removed also, this being the “total hysterectomy ” of 
some writers. In the classification, however, panhysterectomy is not 
separately indicated :— 
The material at our disposal is as follows : — 


Primary Cases 
Hysterectomy : Cases. Mortality. Traced. 
H. For Fibroids... ... ... 76 wna 


I. For Fibrosis... ... 10 
Hysterectomy and unilateral 
salpingo-dophorectomy : 
K. For Fibroids... 
L. For Fibrosis... 
Total extirpation : 
N. For Fibroids... 


10 
Percentage of cases traced, 85°3. 


The following questions offer themselves for consideration : — 

1. How is the general health affected ? 

2. What is the fate of the cervical stump in cases of supra- 
vaginal hysterectomy ? 


24 
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3. Does menstruation continue after supravaginal hysterectomy ? 
4. The apparent menopause. 


5. What is the effect of hysterectomy on the sex-instincts? y 


1. How is the General Health Affected ? 

As regards Division N, this question was answered in the 
preceding section, when considering the after-results of the removal 
of the appendages of both sides. 

In Divisions H, I, K and L particulars are available in 132 cases. 
Of these, two died subsequently : — 

H.11. This patient had a carcinoma of the sigmoid, which had 
given rise to no symptoms beyond chronic constipation, and was not 
suspected at the time of the operation. Three weeks after the 
hysterectomy was done she left the hospital apparently quite well. 
Four weeks later she was re-admitted with symptoms of acute 
obstruction, and I suspected adhesions to the stump. I re-opened, 
and found the pelvis quite clear, and it was then that the condition 


of the sigmoid was discovered. A colotomy was done, but she died 
two days later. 


H.26. This patient died of pneumonia 2} years after the 
operation. I saw her one year after the operation, when she said 
that her health was good, but that she was rather short of breath, 
adding that she was better than she had been for years. 

Of the remaining 180 patients, 92, or 70°8 per cent., reported their 
health as being good or very good, and better than before the 
operation; 33, or 25 per cent., were in moderate or good health 
with the exception of various troubles, and were better than before 
the operation; 5, or 3°8 per cent., had poor health, and were worse, 
or at any rate not better, than before operation. 

In the first group of 92 cases, the patients’ descriptions were very 
similar to those I have previously quoted in discussing the general 
health after removal of the appendages; it is not necessary therefore 
to particularize them. In the second group of 33 cases the causes 
of poor health were as follows:—Weakness, 12 cases; indigestion, 
9 cases; heart trouble or fainting attacks, 4 cases; nervousness, 
2 cases; heamatemesis, Graves’ disease, rheumatism, insomnia, 1 case 
each ; one patient was physically strong, but mentally “ borderland ” ; 
she was subject to “nerves” before the operation, and left the 
hospital before the usual time because she thought the nurses had a 
grudge against her. In one case the cause of ill-health was not 
stated. 

In the third group of 5 patients who were worse, or not better, 
two complained of weakness, one of indigestion, one had boils and 
abscesses on her face, and one said that she felt weak and “ broken.” 

It should be borne in mind that the patients of the type that we 
are now considering had in many cases suffered severely from heavy 
losses of blood, making them blanched and anemic; and it is there- 
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fore not surprising that there were 19 cases in all complaining of 
weakness or heart trouble. The health of patients suffering from 
ovarian tumours or inflammatory disease of the appendages is not 
often so undermined as is the case with patients suffering from 
fibroids or fibrosis causing severe hemorrhage; and consequently 
patients of the latter kind take longer to pick up. When the 
mischievous practice of advising patients who are bleeding their 
health and strength away to wait, perhaps many years, for the 
“change of life,” is given up, and fibroids are operated upon earlier, 
we shall have fewer patients remaining invalids for so long after 
operation. 

It is satisfactory, nevertheless, to find that over 70 per cent. of the 
patients were in quite good health, and that as many as 96 per cent. 
were better after the operation than before. 

The figures for the different divisions are as follows :— 

K. 
Health very good... ... ... 43 717 4 445 39 736 
Moderate, but better «= 333 12 22°6 
Poor—not better... i 2 38 


60 100°0 1000 53 100°0 


L. N. Total. 
Health very good 6 7570 40 800 132 734 
Moderate, but better a, Gass 2 250 7 140 40 22:2 
Poor—not better — 3. «60 8 44 


8 1000 50 1000 100-0 


2. What is the Fate of the Cervical Stump after Supravaginal 
Hysterectomy ? 

Several operators have recommended from time to time that in 
every case of hysterectomy the whole of the cervix be removed at the 
same time, making the operation one of panhysterectomy or total 
hysterectomy. The ground of this recommendation is the tendency, 
which they allege, for the cervical stump, when left behind, to 
become the seat of carcinoma. Is this fear justified? In answering 
this question I shall include not only the cases of fibroids and fibrosis 
now under consideration, but also the cases in which the uterus was 
removed for causes other than carcinoma; that is, cases in Divisions 
M and O, where the indication for the operation was ovarian tumour 
or disease of the appendages associated with unhealthy conditions 
of the uterus. 

The cases in which I have notes of the pelvic condition number 
194; in 181 cases the operation was a supravaginal hysterectomy, 
while in 15 it was a panhysterectomy. 
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The cases were distributed as follows :— 
Supravaginal 

Division. Hysterectomy. Panhysterectomy. Total. 

53 


2 
3 
2 
0 
0 
6 
0 
13 


Of the 181 cases of supravaginal hysterectomy there was one 
(K. 48) in which the cervix was found to be hyperplasic; in one 
(H. 27) it was the seat of cervix-adenoma (erosion) ; these conditions 
are so unimportant that for practical purposes the cervix may be said 
to have caused no trouble. 

In four cases the cervix was removed subsequently as follows :— 

H.40. The uterus was the seat of two large fibroids, one of which 
was calcified. On examining the uterus after removal the mucosa of 
the body looked suspicious, and was examined microscopically, when 
it was pronounced to be carcinoma. Accordingly the cervix was 
removed per vaginam a fortnight later. When the patient was 
examined three years after the operation there was a smooth seam 
across the vaginal vault, and there was no sign of recurrence. 

H.7. In this case an abdominal sinus persisted after the opera- 
tion. A year later it was explored and found to lead down to an 
infected cervical stump. The sinus and stump were excised and 
drainage instituted through the vagina. The patient then got quite 
well. 

L.1. This was a hysterectomy for profuse floodings due to 
fibrosis. Some months later hemorrhage returned, almost as profuse 
as before, and the cervix was excised per vaginam. It appeared that 
a small portion of the body of the uterus had been left behind with 
the cervix. 

I.6. This was also a hysterectomy for fibrosis. Nine months later 
there was a return of the hemorrhage, and the cervix felt suspicious, 
as if it were the seat of carcinoma. The cervix was removed per 
vaginam on September 24 1909, and was submitted to microscopical 
examination. The report, signed by Dr. Lockyer, was: “ The tissue 
shows a spot of papillary erosion, but no sign of malignancy.” 

In the remaining 175 cases the stump of the cervix was absolutely 
healthy; in many cases it was small and atrophic. 

As far as the evidence of these cases is concerned, the fear of 
carcinoma developing in the stump is quite groundless; and in this 


181 194 
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connection it is legitimate to point out that, speaking generally, 
carcinoma of the cervix is found specially in relation to multiparity ; 
whilst uterine fibroids are specially prone to develop in virgins, 
nullipare and parous women who have had no children for many 
years. Therefore, @ priori, the likelihood of fibroids being associated 
with, or followed by, carcinoma of the cervix is a small one. 

In support of my statement about the relation between fibroids 
and parity, I may quote the results of an enquiry into the subject 
published in the Zancet of March 2 1907. My observations were 
based on 150 cases of fibroids, and the conclusion of the enquiry was 
as follows :— 

““ Among 150 cases, 56, or 37°3 per cent., were unmarried; 34, or 
22°7 per cent., were married but had never been pregnant; 36, or 
24°0 per cent., had not been pregnant for at least ten years; 18, or 
12°0 per cent., had been pregnant within ten years; and 6, or 4°0 per 
cent., had been pregnant but the date of the last pregnancy was 
unknown. The remarkable final conclusion is that in 84 per cent. of 
cases of fibroids the patients had either not been pregnant at all or 
had had no pregnancy for at least ten years.” 

The deduction to be drawn from the cases in which the cervix had 
to be removed is that in cases of fibrosis care must be taken to 
remove the whole of the body of the uterus. The case in which the 
cervix was removed a fortnight later comes practically under the 
category of panhysterectomies, as the cervix was not removed later 
on account of trouble in this portion. Omitting this case, there were 
177, or 983 per cent., that had no trouble afterwards. We may 
therefore conclude that in the absence of definite trouble in the 
cervix at the time of operation there is no necessity to do a 
panhysterectomy in every case, as supra-vaginal hysterectomy gives - 
excellent results. 

With regard to other complications after operations for fibroids, 
there were two cases in which ovarian cysts developed later : — 

K.12. Hysterectomy for fibroids: cystic right ovary removed : 
left ovary adherent to the sigmoid. Two and a quarter years later a 
cyst had developed in connection with the left ovary, and ovariotomy 
was done. 

K. 41. Hysterectomy for fibroids: unhealthy right ovary removed. 
Two years later a swelling suggestive of an ovarian cyst, the size of 
an orange, had developed on the left side. The patient is still 
under observation. 

In one case (H. 17) a mass was felt to the left of the cervix a year 
after operation; on opening the abdomen the swelling was found to 
consist of a mass of matted bowel adherent to the abdominal wall; 
in the separation of the adhesions a portion of the bowel tore; an 
enterorrhaphy was done, and the patient made a good recovery. 

In one case (N. 12), where a total extirpation was done on account 
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of a fibroid and cystic ovaries, the patient developed a considerable 
swelling on the left side of the pelvis four and a half years later. 
On opening the abdomen the condition was found to be one of 
carcinoma of the bladder and sigmoid, with dense adhesion of the 
two structures to one another. Nothing could be done, and the 
abdomen was closed. Ten months later the patient was in fairly 
good health, and the mass appeared to be smaller. 

Lastly, we may mention two cases (H. 19 and K. 50) in which, at 
the time of operation, a mass suggesting a carcinoma was found in 
the sigmoid: in both cases it was deemed inadvisable to prolong the 
operation by resecting the growth. The first case was in May 1903, 
and the second in May 1909: and in neither case has the patient 
had any symptoms attributable to the bowel condition. The first case 
was seen and examined as lately as April 1910. 


3. Does Menstruation continue after Supravaginal Hysterectomy ? 

After hysterectomy menstruation usually ceases; but if a small 
portion of the body of the uterus be left, as may happen in a high 
supravaginal amputation, menstruation may continue regularly for a 
longer or a shorter period, with no other apparent difference than a 
diminution in quantity. In Divisions H, I, K and L there are 
114 cases of patients under 50 at the time of operation; and of these 
9 continued to menstruate or to have some form of blood-stained 
discharge at monthly intervals. 

The particulars are as follows :— 

H.2. Age at operation 46; menstruation continued regularly for 
32 years, 

H.6. Age 33; for 6} years after operation there was a show once 
a month; the cervical canal measured 1} inches. 

H.33. Age 44; for a year after operation up to date of report 
a coloured discharge once a month, lasting 1-2 days; cervical canal 
13 inches, 

H.43. Age 33; for 1} years from operation to date of report 
menstruation was regular, lasting 4 days, and requiring 6 diapers; 
cervical canal 14 inches. 

H.51. Age 38; for 1} years to date of report there was a brown 
discharge once a month; cervical canal 1} inches. 

I.4. Age 30; for 14 years from operation to date of report there 
has been slight but regular menstruation, 1 day 1 diaper; cervical 
canal 13 inches. 

K.1. Age 30; menstruation continued regular but scanty for 
3 years and 10 months. 

L.6. Age 37; for a year to date of report there was a show 
every 6 weeks; cervical canal 1} inches. 

L.7. Age 48; menstruation was regular but scanty for 5 months 
after the operation: 7 months’ amenorrhea followed, and then 
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menstruation returned for 3 months up to date of report; cervical 
canal 1} inches. 

Another patient (L. 1), who was 35 at the time of operation, wrote 
six and a half years later: ‘‘ Ever since the operation I have had, 
not regularly every month, but every now and then, all the feelings 
of impending menstruation, such as swollen and irritable breasts, 
ete.” But in this case, as in the remaining 104, there was no 
monthly hemorrhage. 

The case last referred to possesses additional interest from the fact 
that after the supravaginal hysterectomy, which was performed on 
account of very profuse hemorrhage, the patient, as previously 
related, exhibited a return of severe hemorrhages within a few weeks 
of the operation; the cervix was then removed per vaginam and the 
hemorrhage ceased. 

In 7 of the above 9 cases the length of the cervical canal at the 
time of the report was noted; in 6 cases it was 1} inches, and in 
one case 1}; as the normal length is 1 inch, we may conclude that a 
small portion of the body of the uterus was left behind, as was 
probably the case also at the time of the first operation in L. 1. 

The continuation of menstruation has no drawbacks, unless it 
should be associated with profuse losses, and this only happened in 
the one case that I have related. 


4. The “ apparent”? Menopause. 

In the case of a normal woman the cessation of menstruation is a 
proper indication of the climacteric, because there is a co-relation 
betwen the diminution of cessation of ovarian activity and the 
cessation of menstruation. But when the uterus is removed with the 
preservation of one or both ovaries, during the period of sexual ° 
maturity, it is not a true menopause, because the ovarian activity 
continues for some time longer. I have therefore called it the 
‘apparent ” menopause, 

I called attention to this point in an address on the Menopause 
published in the Lancet of February 12 1910; and I have now some 
more cases to add to the figures quoted there. 

In the absence of menstruation we still have a symptom of some 
value in determining the time of onset of the true menopause, 
namely, the incidence of the flushes and the waves of heat which 
almost invariably accompany the normal change of life. 

I have records stating when the flushes came on in 109 cases of 
patients whose age at the time of operation was not more than 50. 
They may be considered in 5 groups, the first comprising 4 cases of 
patients under 30; the second 15 cases of patients of 30 to 34; the 
third, 15 cases of patients of 35 to 39; the fourth, 50 cases of patients 
of 40 to 46; and the fifth, 26 cases of patients of 47 to 50 that is, 
about the usual age of the menopause. 


§ 
5 
a 
4 
q 
4 
d 
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The results are as follows : — 
Under 30. 


| 


30-34 
Flushes began before operation = 
Flushes began “ soon after ” operation ... 2 
Flushes began within 1 year ... 2 
Flushes began within 2 years ... tie — 
Flushes began within 3 years... ... 
Flushes began within 4 years .. —_- — 
Flushes had not begun at time of report 3 11 


35-39, 
1 
5 
1 


Total ... 4 15 15 


aD 


110 


Eliminating the 17 cases in which operation had nothing to do 
with the matter, inasmuch as flushes came on beforehand, we have 
93 cases; and of these there were 50 in which the flushes had not 
come on up to the date of report, varying from 1 to 8 years after the 
operation. 

When studying the cases in which menstruation continued after 
double ovariotomy, we found that the factor which maintained 
menstruation was short-lived, as the function usually went on only 
for a few years or even months, although the patient might be many 
years younger than the average age of onset of the normal menopause. 

So also in these cases of hysterectomy, although in the great 
majority of the cases the removal of the uterus does not at once bring 
about a true menopause, yet the period of grace is not of very long 
duration, and the true menopause comes on earlier than it does in 
normal cases. 

If we examine the 48 cases in which flushes had already come on 
and so enabled us to fix the advent of the true menopause, we find 
that the ages at which this occurred were as follows :— 


At 25, 1 case. At 41, 1 case. At 47, 2 cases. 
», 42, 2 cases. », 48,8 
99 32,1 99 9 43, 2 49,3 
99 34,1 44, 2 50, 3 9 


Thus there were 10 cases in which the menopause came on under 
the age of 40, and 15 in which the patient’s age was 40 to 46. 

These data bring out two points: first, that the true menopause 
does not usually come on for several years after the removal of the 
uterus, with conservation of one or both ovaries, in women who have 
not attained the age of the menopause, and consequently the cessation 
of menstruation in such cases is properly described as an “apparent” 
menopause. Secondly, that the removal of the uterus often brings 
about the true menopause a good deal earlier than the usual time. 


40-46. Total. 
4 17 
| 6 18 
2 9 
5 7 
5 7 
2 2 
26 50 
| 
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5. What is the effect of Hysterectomy on the Sex-instincts ? 

In Divisions H, I, K and L there are 44 cases of single women and 
6 of widows. Of the married women, there are 64 cases in which 
data are available. I shall give the figures in two groups, the first 
where hysterectomy alone was dene (Divisions H and I), and the 
second where the appendages of one side were removed also (Divisions 
K and L). 

The particulars are as follows :— H,I. K, L. Total. 
Never desire, feeling lost ... ... ...  ... 1 
Feeling unaltered, desire less... ... ... 4 
“ Less natural, except at times” ... ... 1 187 
Feeling and desire less ... ... 7 
Feeling and desire unaltered ... ... 46 
Feeling and desire increased ... ... ... 5 78 


Total... 33 31 64 1000 


We may group together the cases of diminution and compare these 
cases with those in which the uterus and both appendages were 
removed, as recorded in the previous paper. We then have this 
table : — 

Feeling and desire. H, I. K,L. M,N,0O,P. 
1 30 — 4 80 
Diminished ... ... 5 7 226 7 140 
Increased 2 60 3 96 1 20 


33 1000 311000 50 1000 

Thus we find that the sex-instincts are unaltered or increased 
after hysterectomy in 82 per cent. of cases when both ovaries are left, 
in 77 per cent. when one ovary is removed, and in 78 per cent. when 
both ovaries are removed: in other words, there is a slight diminu- 
tion of sex-instincts in about 20 per cent. of cases, whether the 
ovaries are removed or not. The result leads one to attach less 
significance to the diminution of sex-instincts after double 
ovariotomy; because the inference is that the fact of an operation 
being done appears to play a part, without reference to the organs 
removed ; with this reservation, however, that after double ovariotomy 
the sex-instincts were lost altogether in about 20 per cent. of cases, 
as we found in our previous paper; whereas after hysterectomy with 
preservation of one or both ovaries there was loss in only 1°5 per cent. 


Conclusions. 

1. The effect on the general health of hysterectomy for fibroids is 
very satisfactory, inasmuch as 70 per cent. of the patients were in 
very good health after the operation, and as many as 96 per cent. 
were better than before the operation. 


i 

{ 
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2. The fate of the cervical stump after supravaginal hysterectomy 
need cause no apprehension; in 181 cases there was not one that 
showed any sign of malignancy; and in 98'3 per cent. there was no 
trouble of any kind. In cases of fibrosis, however, it is important 
either to do a panhysterectomy, or at least to make sure that the 
whole of the body of the uterus is removed; as a small portion of the 
body of the uterus may keep up hemorrhage. 

3. After supravaginal hysterectomy menstruation, or at least a 
monthly discharge of blood, may take place if only a small portion 
of the body of the uterus has been left behind, 

4. The cessation of menstruation after hysterectomy with pre- 
servation of one or both ovaries is an “ apparent’ menopause; the 
constitutional changes incidental to the true menopause, as indicated 
by heat flushes are delayed from one to several years in these cases. 
Nevertheless the removal of the uterus brings about the true meno- 
pause a good deal earlier than the usual time. 

5. After hysterectomy with preservation of the ovaries there is 
some diminution of the sex-instincts in about 20 per cent. of the 
cases; but the sex-instincts are practically never lost altogether. 


IV. THe AFTER-RESULTS oF HysTERECTOMY FOR CARCINOMA. 

This is a small group, because it was only in 1908 that I gave up 
the vaginal in favour of the abdominal route in doing hysterectomy 
for carcinoma of the cervix. 

Previously the abdominal operation was done only for carcinoma 
of the body of the uterus, with the exception of one case, where a 
combined vaginal and abdominal operation was done on account of 
the large size of the uterus. 

The present cases fall into two groups: in the first, hysterectomy 
was done with preservation of one or both ovaries; in the second, 
total extirpation was done. It will answer the present purpose 
better, however, to ignore this distinction, and classify the cases, as 
in the following table :— 

Primary Cases 
Cases. Mortality. Traced. 


J. i. Carcinoma of the body of the uterus 9 1 6 
J. ii. Carcinoma of the cervix... ... 12 ] 1l 
21 3 17 


Percentage of cases traced, 89°4. 

In our first group are included some cases from my original 
Division P, and one case from Division H; the second group com- 
prises Division P, with one addition from my original Division J. 

A word may be said about the operation methods. 

In the Group Ji panhysterectomy was done in every case but one 
(No. 5): this was not known to be a case of carcinoma till the section 
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had been cut and examined. I should always do a panhysterectomy 
when the operation was undertaken on account of carcinoma. 

No.3 in this group has been noticed in the previous section (H 40). 

In the Group J ii No. 1 was operated upon in 1903 by a combined 
vaginal and abdominal procedure; that is, the cervix was freed as 
in the early stage of a vaginal hysterectomy; and then, as the uterus 
was very large, and I did not care to drag it through the vagina, I 
opened the abdomen and completed the operation from above. In 
those days we had not the method of safeguarding against infection 
during this manipulation which has since been introduced by 
Wertheim. 

No. 2 was done after Wertheim’s method was known; but as I 
had not then seen this operation performed I did not feel justified in 
doing it, and a complete panhysterectomy was done in the manner 
introduced by Bland-Sutton for fibroids. 

The remaining cases in this group were all done by Wertheim’s 
method; in doing the first of them I had the advantage of the 
assistance of my colleague, Dr. Comyns Berkeley. 

In all, I have now done Wertheim’s operation in 12 cases; the 
first ten patients have been traced; and two were recent cases, 
not included in my series of after results. All the 12 cases 
recovered. 

Two questions invite attention :— 

1. What are the chances of recurrence of carcinoma after these 

operations ? 

2. How is the general health affected ? 


1. What are the Chances of Recurrence? 

In the cases of carcinoma of the body of the uterus there was no 
recurrence in any of the cases traced; even in the case where the © 
stump of the cervix was left behind there was no sign of further 
growth. This is in harmony with general experience, which goes to 
show that the results of hysterectomy for carcinoma of the body of 
the uterus are very favourable. 

In the cases of carcinoma of the cervix there was recurrence in 
two of them. 

Jii, No. 1. In this case the patient developed a recurrence in 
and about the base of the bladder, and died about a year after the 
operation. It is probable that some infection took place at the time 
of the operation; and if the operation had been done by later 
improved methods the result might perhaps have been different. 

Jii, No.5. In this case the growth was already advanced at the 
time of operation in such a way as to involve the base of the bladder, 
and an unfavourable prognosis was given at the time. Signs of 
recurrence were noticeable within three months, and the patient died 
eight months after the operation. 

One patient, J ii 7, died of pneumonia in February 1910, thirteen 
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months after the operation; as far as one could ascertain there was no 
return of carcinoma. 


In the remaining 8 cases traced there was no sign of recurrence. 
The length of time that had elapsed between the operation and the 
time the patients were seen was as follows :— 


Carcinoma of the Body. Carcinoma of the Cervix. 
8 months. 6 months (Wertheim). 
13 months 7 months 
13 months 7 months 
1} year. 11 months 
2 years. 15 months 
3 years, 15 months 
22 months 
2} years. 

In a number of these cases the results are too recent to have a 
permanent value: they are cases to be kept under observation for 
some time yet. 

2. How is the General Health Affected? 

Of the cases of carcinoma of the body, three patients stated that 
their health was very good indeed; two complained of weakness, 
and one of weakness and indigestion; all six stated that they were 
better than before the operation. 

Of cases of carcinoma of the cervix, 6 were in very good health; 
one felt fairly well, but had suffered from sciatica following 
indigestion; and one said that she felt perfectly well until three 
months ago; since then she had suffered from pain in the chest, loss 
of flesh and hematemesis. There were no physical signs to account 
for these things. 

Thus of 14 cases, 9 felt very well, 3 felt weak, and the other 2 
had indifferent health from causes independent of the operation. 
All the patients felt better since the operation. 


Conclusions. 


1. The results of hysterectomy for carcinoma of the body of the 
uterus are very good; as all six cases traced showed no signs of 
recurrence after periods varying from 8 months to 3 years. The 
results of hysterectomy for carcinoma of the cervix are satisfactory, 
as far as the recent character of most of the cases allows deductions, 
since 8 out of 10 cases showed no recurrence after periods varying 
from 6 months to 23 years. 

2. The effects on the general health are very good, as all the 


patients were better after the operation, and 9 out of 14 were in 
very good health. 


V. Tue AFTER-RESULTS oF ABDOMINAL MyoMECTOMY. 

The cases of myomectomy in this series fall into three groups: 
in the first, myomectomy was done alone; in the second, the operation 
was combined with unilateral ovariotomy; in the third, it was 
combined with hysteropexy. Further, three types of myomectomy 
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were carried out; a subperitoneal myomectomy was done in the case 
of pedunculated subperitoneal fibroids; myomectomy by enucleation 
in the case of interstitial fibroids; and myomectomy by hysterotomy 
in the case of intrauterine fibroids: the uterus in these cases was 
opened up by a median anterior incision and the fibroid removed 
from the inside, the wound in the uterus being closed as in a 
Cesarean section. Primary Cases 
Cases. Mortality. Traced. 
Q. Myomectomy ... ... 18 12 
R. Myomectomy and ovariotomy 6 5 
S. Myomectomy and hysteropexy 27 23 


51 40 


Percentages of cases traced, 81°6. 
The questions that I propose to consider are as follows :— 
1. How is the general health affected ? 
2. What is the likelihood of a recurrence of fibroids? 
3. How is the menstrual loss affected ? 
4. Is the uterus after myomectomy serviceable for child-bearing ? 
5. What deductions are permissible as to the value and scope of 
myomectomy versus hysterectomy for fibroids? 


1. How is the General Health Affected? 

Of the 40 patients, 24, or 60 per cent., were in very good health 
and felt much better than before the operation; 10, or 25 per cent., 
were in moderate or fairly good health, but felt better than before the 
operation; 6, or 15 per cent., were worse, or at least not better. 

With patients in the first group we are already familiar i in the 
course of these investigations; they describe themselves as “a great 
deal better”; “I do not feel like the same woman”; “very much 
better, I can do more”; “ better than I have felt for a long time” 
“better, no comparison oF “ excellent, I feel a new woman entirely ” 
“better than for the last 10 years.” 

In the second group of 10 cases the causes that militated against 
perfect health were: weakness and tiring easily in 6 cases; indigestion 
in 2 cases; one remarked that “ she did not seem to pick up”; and in 
one case the cause was not stated. 

In the third group of 6 cases one patient was a hopeless 
neurasthenic; 2 suffered from weakness; one said that her health was 
never very good; one suffered from continued menorrhagia, and I 
propose to do a hysterectomy shortly; and one developed a mass of 
fibroids for which a hysterectomy was done later. 

In all, then, 34, or 85 per cent., were either in very good health 
or were at least better than before the operation. This result 
corresponds fairly well with what we have found in the case of other 
abdominal operations. 
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2. What is the likelihood of a Recurrence of Fibroids? 

One patient was not examined. Of the remaining 39, the uterus 
was found of normal size, or small, —_ no return of fibroids in 
35 cases, or 90 per cent. 

The length of time that had dines between the operation and 
the date of the report in these cases was as follows : — 

lto2years... ... ... .. cases 
StoS years... ... ... 
6 to 7 years ... 

The cases where the uterus was _— satisfactory were as follows :— 

Q.1. Five years and three-quarters after the operation the uterus 
was found to be the seat of several fibroids, some of considerable size ; 
hysterectomy was done 10 days later. 

Q.7. Two years after the operation the uterus was large, and felt 
as if further fibroids were developing; menstruation was too free. 
As symptoms did not appear urgent no further operation was done. 

S.1. Six and a half years after the operation a small fibroid was 
felt in the anterior wall of the uterus. Menstruation was moderate, 
and the fibroid was causing no symptoms; nothing further therefore 
was done. 

8.22. I have already mentioned this case as one in which 
menstruation has continued so profusely as to necessitate further 
operative treatment which is to be carried out shortly. 

We find then 2 cases in which fibroids definitely developed after 
the operation; and two more in which there were symptoms of further 
fibroids. If we assume the presence of fibroids in all four cases the 
liability to recurrence, as shown by the cases in this series is not more 
than 10 per cent. 

3. How is the Menstrual Loss Affected ? 

In three cases the menopause had occurred before the operation : 
and in one case there was no further loss after the operation. 

Of the remaining 36 cases, menstruation was moderate in 31, or 
84°5 per cent., and free or profuse in 5, or 15°5 per cent. 

As regards the symptom of menorrhagia, therefore, myomectomy 
may be regarded as a satisfactory operation; because in any group of 
eases of women who have had no fibroids, menstruation would be 
found to be free or profuse in a certain proportion, probably 10 to 
15 per cent. 

4. Is the Uterus after Myomectomy Serviceable for Child-bearing ? 

Among these 40 patients there were 13 single women, 3 widows, 
and 9 married women over 45 years of age, and 15 married women 
under 45. Of the last group 3 became pregnant. 

Q.10. This patient was operated upon on November 9 1908, and 
was delivered of a still-born child on August 14 1909; it was a 
transverse presentation. It was just a question whether conception 
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had occurred immediately before the operation or whether it took 
place very soon after. 

Q.11. This patient was 5 months’ pregnant at the time of the 
operation, which took place on January 11 1909; a necrotic fibroid, 
the size of an orange, was enucleated from the uterine wall. 
Pregnancy was not disturbed, and a normal confinement took place 
at full time on June 8 1909. The patient became pregnant again, 
and miscarried at 3 months, on December 9 1909. 

8.11. This patient was operated upon on March 23 1907. She 
became pregnant at the end of June in the same year, and had a 
normal and easy confinement on March 23 1908, the anniversary of 
the operation. 

Inasmuch as three patients out of 15 became pregnant, and two 
of them had a confinement at full time, it is clear that the uterus 
may be serviceable for child-bearing after myomectomy ; and that the 
uterus which has been operated upon bears the strain of pregnancy 
and labour without difficulty. . 


5. What Deductions are Permissible as to the Value and Scope of 
Myomectomy versus Hysterectomy for Fibroids ? 

It may be laid down as a general rule that hysterectomy is 
preferable to myomectomy (a) in the case of multiple fibroids; 
(6) with cervix fibroids; (c) in the case of single large interstitial 
or intrauterine fibroids in women over 40; (d) when interstitial or 
subperitoneal fibroids are associated with hemorrhage, making it 
probable that intrauterine fibroids are also present. 

Myomectomy is permissible from the operative point of view in 
cases of (a) pedunculated subperitoneal fibroids; (b) small interstitial 
fibroids when they are not more than 3 or 4 in number; (c) solitary 
intrauterine fibroids or fair-sized solitary interstitial fibroids in 
women under 40, and more particularly in young married women. 

Is myomectomy in such cases to be recommended from the point 
of view of results? To this we may reply without hesitation in the 
affirmative; since we find, summing up the conclusion of this section 
of our subject, that— 

1. The general health after myomectomy is very good, 85 per cent. 
of patients being in quite good health, or at least better than before 
the operation. 

2. The likelihood of recurrence of fibroids is relatively small, the 
cases of recurrence amounting to under 10 per cent.; 90 per cent. were 
free from recurrence after periods varying from 1 to 7 years. 

3. The menstrual loss is moderate or even scanty in about 85 per 
cent. of cases, many of the patients stating that the loss was less than 
before the operation. 

4. The uterus from which fibroids have been removed may be 
serviceable for child-bearing, 3 patients out of 15 married women 
under 45 having become pregnant subsequent to the operation: the 
uterus bears the strain of pregnancy and labour without difficulty. 


Wound 


380 Journal of Obstetrics and Gynecology 
TABLE H. 
| S — Date. Place. Doctor. Operation Notes. 
CS. 
1898 | C.H.W. |Dr. I. George Multiple uterine fibroids 
38 Dec. 12 
2] RV. 1899 P; Dr. S. Gubb e uterine fibroid: um- 
47 Nov. 3 bilical hernia 
M 
3|S.M.S.) 1 H. W. Uterine fibroid 
50 | Sept, 17 
M 
4| C.H. 1901 Do. = Uterine fibroid 
49 June 10 
M 
5 Aug. 6 | P. W. H. Uterine fibroid 
8 
6| E.H. | Oct.24 | Do. = Uterine fibroids 
33 
| 
4 | SSS; 1902 Do. Dr. C. E. Hutt Multiple uterine fibroids | 
47 May 22 
M 
8 SS. M.| June 19 Do. Dr. H. Wilson Uterine fibroid 
9| H.G.| Sept.8 |C. H. W.|Dr. A. Irby Multiple uterine fibroids 
49 Webster 
10| M.E. | Sept. 8 Do. |Dr. A. Hoffman Cervical fibroid 
43 
M 
11| E.D. | Sept. 11 | P. W.H. |Dr. C. R. Salisbury | Multiple uterine fibroids 
63 
WwW 
12| E.A. | Sept. 29 | C. H. W. |Dr. M. Ehrhardt Uterine fibroid 
43 
18.| AGN. 1903 Do. _ Multiple uterine fibroids 
46 Jan. 5 
M 
14 “©. Feb. 5 | P.W.H |Dr. W.H. White | Uterine fibroid 
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General Health Local Conditions. Remarks. Date. 


airly good: has|Normalcervicalstump:|Flushes began soon after| Aug. 22, 
Graves’ disease and| S.4inch : appendages| operation 1908 
i normal 


dilated stomach 

Perfect” Stump of  cervix| Menstruation continued regu-| Aug. 11, 
normal: appendages] larly, but scantily, till June| 1903 
normal 1905. Marital relations un- 


altered. Has had no flushes. 


“ 


good: con- 
better” 


Normal stump of|No menstruation since operation.| July 24, 
— : appendages| Flushes began before operation 1907 
norm 


“T cannot Small cervical stump :| Marital relations unaltered.| July 25, 
better than before” | appendages not felt | Flushes began soon after opera- 1907 
tion 


“Very good: much |Normal cervical stump :| Flushes began before operation | Nov, 9, 
better ” appendages normal 1904 


“Very good: much|Stump of cervix|A show once a month. Marital| Feb. 2, 
better ” normal: S. 14 inch:} relations unaltered. No flushes 1908 
appendages normal 


The stump of the cervix became infected, causing an abdominal fistula. _ 
June 11, 1903, fistula was excised : drainage by the vagina. 


“Fairly good: much |Normalcervicalstump :|Flushes for the last 3 years | Mar. 2, 
better” appendages normal 1908 


Doctor’s letter :—‘‘ When I last saw her, some months ago, she was in as good | July 12, 
health as she had enjoyed for many years.” 1 


Good, but has suffered ; Normal cervicalstump :|Has had dyspareunia due to Sep. 18, 
from rheumatism,| appendages healthy | urethral caruncle: apart from| 1 
constipation, and this, sensation has been un- 
obesity altered, but desire less. Flushes 
for the last year 


Patient died later from carcinoma of the sigmoid. 


“Very well indeed : Normal cervical stump :| Has had no flushes June 26, 

very much better” | appendages healthy 1907 

“Very well except for|Normal cervical stump :|Sexual desire has returned in| June 5, 

sciatica: quite a| appendages normal last 12 months more than| 1905 
different woman” formerly. Flushes only lately 


“Very well : very much | Normal cervical stump :| Flushes began soon after| Feb. 21, 

better” vulva and _ vagina] operation 1908 
partly atrophied : ap-|. 

pendages normal 


25 


| 
| 
| 


Operation Notes. 


Dr. J. MacVine 


- |Dr. A. Bowie 


Dr. G. P. Chappel 


Dr. D. J. Fogarty 


Dr. G. P. Chappel 


Dr. G. Bower 


Dr. W. B 


Benjafield 


.|Dr. A. G. T. Hanks 


Dr. W. Murison 


Dr. Brownlow 


Martin 


Dr. F. J. Tresilian 


-|Dr. A. Bowie 


Uterine fibroid 


Uterine fibroid 


Uterine fibroid 


Uterine fibroid 


Large uterine fibroid and 
carcinoma (?) of sigmoid 


Uterine fibroid 


Uterine fibroid 


Uterine fibroid 


Degenerating uterine fibroid 


Uterine fibroid 


Multiple fibroids 


Uterine fibroids 


Uterine fibroids 
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46 | Feb. 18 | aie 
M 
16| L.P. | Feb. 26 | P. W.H 
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17) | Mar.19 | Do. | | — 
44 
18 | A.B. | April23 | Do — good 
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M 
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21| A.H.| 1904 | P.W.H. 
50 Feb. 4 mu 
M 
22| E.S. | May 30 |C. H.W Fey, 
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M 
23| A. K. | July7 
40 wei 
M.S. | Feb.0 Bay 
41 bet 
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wo 
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27| G.R. | Nov.2 | Do. [Dr. W.Love 
45 we 
M ter 


Wound 


Giles: After-results of Abdominal Operations 383 
General Health. Local Conditions, Remarks. Date. 
“Good : much better” Normal cervical stump :| Marital relations unaltered.| Nov. 16, 
appendages normal Flushes for the last 6 months 1905 
“Very good: better|Normalcervicailstump :| Marital relations unaltered. | June 26 
the last 12 months| appendages normal No flushes 1 
than for years” 
“Good: much better |Normalcervicalstump:|In Feb. 1904 pain in lower ~~ 
appendages normal abdomen: a mass felt to the} 1907 
right of cervix. Operation 
arch 1904 : mass consisted of 
matted bowel adherent to 
abdominal wall: separation of 
adhesions : enterorrhaphy. No 
flushes 
Good except for indi-|Normalcervicalstump :|No feeling since operation:| Feb. 25, 
gestion: much better | appendages normal never had much desire. Flushes} 1908 
began on leaving the hospital 
“Very good: much |Normalcervicalstump :|Flushes for the last year April 19, 
better”: has put on| appendages normal : 1910 
flesh no sign of growth in . 
sigmoid 
Fairly good: better: | Not examined No flushes Jan. 28, 
more active 1910 
“Very good: ever so| Small stump of cervix : Marital relations unaltered.| July 5, 
much better” appendages normal Flushes began before the} 1907 
operation 
“Very well: much |Normalcervical stump :| Sensation unaltered : desire less.| June 22, 
better ” appendages normal No flushes 1905 
“Good, but rather |Normal cervical stump :| Flushes for the last 2 months | April 18, 
weak : much better” | appendages normal 1907 
“Very good : much | Normal cervical stump :| No flushes Mar. 22, 
better ” appendages normal 1906 
Very good except for|Normalcervicalstump :|Flushes began a year after Mar. 23. 
indigestion, which is| appendages normal | operation 1908 
worse than formerly 
“Gocd: rather short | Normal cervical stump :| Flushes began before operation.| Oct. 11, 
of breath: better} appendages normal Marital relations unaltered.| 1906 
than I have been for 190 pneumonia in 
years ” 
“Fairly well: feels! Stump of cervix, with| Feels less like a natural woman, Oct. 11, 
weak : sometimes bet-| erosion: appendages| except at times, when she is| 1909 
ter than before ” normal normal. Flushes began 4 to 


6 months after operation 
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Operation Notes. 


28 


Dr. A. S. Morley 


Dr. T. A. Clements 


Dr. W. W. Don 


Dr. W. H. White 


Dr. H. E. Powell 


Dr. R. S. Pearson 


Dr. G. Porter 


Dr. R. J. Gardner 


Dr. A. E. Wells 


Uterine fibroid (soft red) 


Uterine fibroids 


Multiple uterine fibroids 


.|Dr. T. N. Kelynack | Uterine fibroid 


Panhysterectomy for multiple 
Fibroids 


Uterine fibroids 


Uterine fibroids 


Uterine fibroid : commencing 
cystic degeneration 


Uterine fibroid 


Uterine fibroid 


Dr. C. H. McIlraith| Panhysterectomy for multiple 


uterine fibroids 


Uterine fibroids 


Supravaginal hysterectomy 
for uterine fibroids (one 
calcified) with carcinoma 
body of uterus: cervix 
removed per vaginam two 
weeks later 


Initials. 
Ound 
| | 1005 | H. W. /Dr. Barbet 
28 Dee. 18 tally 
M bad 
she 
pital 
29| M.H.| 1906 P, ‘|Dr. A. Robin Bette 
48 Mar. 24 getti 
M brea’ 
of e: 
30| J.B. | Mar. 30) Do 3 8. Good 
35 gest 
31| 1 May 28 | C. H. W _ 
M 
32| M.H.| July2 | _ 
48 ver} 
i can 
33 | M.S. | July 5 P. W. H- — “Ver 
44 deal 
| 
34| L.L. | Oct. 12 _ 
33 diff 
M livi 
35 | K.G. | Oct. 21 —_ | “Ve 
| |: 
ea 
bef 
36 | E.M. | Nov.19 | C. H. W. | | _ | ‘Re 
47 cer 
37 | L. E. 1907 “ve 
48 Jan, 28 we 
M 
38 | E. H. | Mar. 11 Do. = Poo 
37 suc 
Ss an 
39| F.S. | Mar.21] by. 
47 mI 
M ge 
40| M.B.| Apr. 4 
51 be 
M ex 
ag 
ry 
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General Health. 


Local Conditions. 


Remarks. 


Physically good : men- 
tally 
bad with nerves when 
she went into Hos- 
pital 

Better, but weaker : 
getting fat and 


breathless from want 
of exercise 


Good except for indi- 
gestion 


“In the best of health” 


“Very good indeed : 
very much better: 
can do much more” 


“Very good: a great 
deal better” 


“Very good: quite 
different : life’s worth 
living” 

“Ve 
muc 


good indeed : 
better than for 
years 


“Rather weak, but 
certainly better” 


“Very good : quite as 
well as before” 


Poor, by reason of a 
succession of boils 
and abscesses on face 


very 
alto- 


“Very good indeed : 
better than I ever 
expected to feel 
again” 


Normal cervical stump : 
appendages normal 


Normal cervical stump : 
appendages normal 


Normal cervical stump : 
appendages normal 


Stump normal : 


ap- 
pendages normal 


Fragment of cervix, 
normal: appendages 
normal 


Normal stump : sound 
passes 14 inch: 
? fragment of body 
of uterus left 


Normal cervical stump : 
appendages normal 


Very small stump of 
cervix: appendages 
normal 


Normal 
cervix : 
normal 


stump of 
appendages 


Normal cervical stump : 
appendages normal 


Cervix absent : smooth 

cicatrix on vault of 
vagina: appendages 
normal 


Normal cervical stump : 
appendages normal 


Smooth seam across 
vaginal vault : appen- 
dages normal 


Rather less sensation and 
inclination since operation. 
Flushes have been bad only 
lately : slight before 


No flushes 


Marital 
Flushes 
operation 


No flushes 


relations unaltered. 
began soon after 


A little coloured discharge once 
a month, lasting 1 or 2 days. 
Had dyspareunia before, but 
not since. Sexual feelings un- 
altered. No flushes 


More feeling since the operation : 
no sensation before. No flushes 


Marital relations unaltered. No 
flushes 


Marital relations unaltered. 
Flushes began a year before 
operation 


Flushes 


began _ before 
operation 


the 


No flushes 


“Disposition not altered in the 
least ” 


Flushes began before operation 


Ound 
| Feb. 2, 
| 
| Mar. 9, 
- 
Mar. 17, 
P| Aug. 28 
2 Nov. 13, 
hz 
| 
July 7, 
| | 
stot 
| 
years 
before 
May 5, : 
| May 7, 
— 
| Mar. 16, 
| 1908 
— 1908 
gether ” 
- | Mar. 17, 
a 
x 
i 


Operation Notes. Wound, 


June 11 


Dr. W. D. Murray 


Dr. A. Todd-White 


Dr. Leedham Fuller 


. |Dr. A. Bowie 


. |Dr. E. Goodall 


Dr. Claude Wilson 


Dr. G. C. Phillips 


Dr. A. Southcombe 


Dr. S. E. Tench 


Dr. A. H. Pirie 


Dr. C. Heaton 


. |Mr. W. Edmunds 


Uterine fibroid, degenerating 


Uterine fibroids 


Fibroid and pregnancy 


Uterine fibroid 


Uterine fibroid, intra-uterine, 
commencing necrosis 


Uterine fibroid in left broad 
ligament 


Uterine fibroid : 
fibroma 


? adeno- 


Uterine fibroid 


Uterine fibroids 


Uterine fibroids 


Uterine fibroid, softening, in 
ages wall: atresia of 
oth tubes 


Multiple fibroids, largest with 


commencing degeneration 


Multiple fibroids of uterus 


Uterine fibroid 
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General Health. 


Good: better than 


before 


“Wonderfully well: 
much better” 


“Wonderfully well : 
very much better : 
can get about more” 


“Good, but easily 


tired : better” 


Very good, but “j’ai 
‘fatigués 


“Very good: as well 
as before, and better 
as regards the effect 
of the losses” 


“Good: better than 
before” 


“Fairly good: better 
than before” 


“Pretty good: gets 
tired easily: better 
than before ” 


“Good: better than 
before ” 


“Very well indeed : 
can get about better” 


“Very good, but still 
weak: much better 
than for 14 year 
before operation ” 


“Good, but easily 
tired: better than 
before, and freer from 
headaches” 


Good: better 


Normal 
cervix : 
prolapsed 


stump of 
left ovary 


Normal cervical stump : 
appendages normal 


Normal cervix : sound 
passes 1} inch: ? part 
of body of uterus left 


Normal cervical stump : 
appendages normal 


Normal cervical stump : 
appendages normal 


Normal cervical stump : 
appendages normal 


Stump of cervix and 
ovaries healthy 


Normal cervical stump: 
appendages healthy 


Normal cervical stump : 
appendages normal 


Normal cervical stump : 
appendages normal 


Normal stump : sound 
passes 14 inch: ap- 
pendages normal 


Normal cervical stump : 
appendages normal 


Normal cervical stump : 
appendages normal 


Not seen 


No flushes 


Flushes began before operation 


Menstruation has continued 
regularly, 4 days, 6 diapers. 
Marital relations unaltered. No 
flushes 


Flushes last 3 months 


Flushes last 6 months 


Flushes began a year after 
operation 


Marital relations unaltered 


No flushes 


Marital relations unaltered. 
Had flushes before the opera- 
tion, not since 


A little brownish discharge and 
flushes when the periods would 
be due. Marital relations un- 
altered 


Flushes 
operation 


began after 
No flushes 


Has flushes at times 


te Po Local Conditions. Remarks. Date. 
Oct. 4 | 
| 1909" 
| 1908 
| 
ie July 17, 
| 1908 
1908 
| 1909 
1909 
| 1909 
1910 
April 23, 
— | 
1909 
1909 
| 1909 
| July 21, 
0 


Operation Notes. 


. |Dr. F. W. Fawssett ——— for large 


Dr. M. Leslie 


Dr. J. MacVine 


Dr. C. F. 


Williamson 


. |Dr. Gurney 


Thompson 


cervix fibroi 


Uterine fibroid 


Multiple fibroids 


Uterine fibroids 


Uterine fibroids (partly im- 


pacted in pelvis) 


Uterine fibroids 


Dr. A. H. Brodribb | Multiple fibroids 


Multiple fibroids, commencing 
necrosis 


Multiple soft fibroids 
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General Health. 


Remarks, 


“Much better in every 
respect 


“Very well: much 


better ” 


«“ Very good : 


very 
much better 


Very good : better 


“Pretty well, ee 
nervous : much 
ter” 


“Fairly good : better” 


Moderate because of 
sick attacks and 
theumatism : better 


“Pretty well in my- 
self: better” 


“Fairly good : better ” 


Right half of stump of 
cervix present: ap- 
pendages normal 


Normal small stump of 
cervix: appendages 
normal 


Normal small stump of 


cervix: appendages 
normal 


Appendages normal 


Normal small stump of 
cervix: appendages 
normal 


Normal small stump of 
cervix: appendages 
normal 


Normal small stump of 
cervix: appendages 
normal 


N ormal small stump of 


cervix: appendages 
normal 


Marital relations unaltered. No 
flushes 


Menopause 7 years before the 
operation: flushes began at 
same time 


No flushes 


Menopause before the operation 


Had some flushes before the 
operation : none since 


Had flushes a few weeks after 
operation 


Flushes began before operation 


No flushes 


Marital relations unaltered. No 
flushes 


Vou, | Local Conditions. Date. 
Dec. 13, 

Jan. 20, 
| 1910 

1910 
Jan. 19, 

| 1910 

Feb. 2, 

4 

| | 1910 q 

| 

1910 
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TABLE I. 


Operation Notes. 


1909 
Mar. 15 


June 10 


Dr. F. J. Tresilian 


Dr. R. J. Gardner 


. |Dr. J. D. Windle 


Dr. C. Gurney 
Thompson 


. |Dr. A. G. T. Hanks 


Dr. G. P. Chappel 


Dr. R. B. 
Marjoribanks 


Uterine fibrosis 


Uterine fibrosis 


Uterine fibrosis (3 weeks 
pregnancy) 


Uterine fibrosis 


Panhysterectomy for uterine 
adenoma 


Uterine fibrosis 


Panhysterectomy for uterine 
fibrosis 


Panhysterectomy for uterine 
fibrosis 


Uterine fibrosis : left Bartho- 
linian cyst: deficient 
perineum 


| 
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Local Conditions. 


Variable, but much 
better: “I do more 
work the last 3 years 
than ever I did in 
my life” 


Very good: “better 
than I have been for 
years” 


“Sometimes pretty 
fair, sometimes as if 
there was no life in 
me: better” 


“Quite all right : a lot 
better” 


Very good : 


“a great 
deal better ” 


Moderate, has attacks 
of faintness : “ not so 
bodily ill” 


Good, except for 


weakness : better 


Not good: has faint- 
ing fits: feels weaker 
and “broken” : neur- 


Normal 
cervix : 
normal 


stump of 
appendages 


Normal 
cervix : 
normal 


stump of 
appendages 


Normal 
cervix : 
normal 


stump of 
appendages 


Normal 
cervix : 
inch : 
normal 


Small 
vaginal 
cervix : 
normal 


stump of 
sound 1} 
appendages 


portion of 
aspect of 
appendages 


Good seam _ across 
vaginal vault: ap- 
pendages normal 


Smooth seam across 
vaginal vault: ap- 
pendages normal 


Smooth seam across 
vaginal vault, with 
fragment of anterior 
lip of cervix: ap- 
pendages normal 


Normal 


stump of 
cervix : 


appendages 


normal 


Marital relations 
Flushes last 2 years 


| 


Marital relations unaltered. 
Has flushes from indigestion 


Marital relations not resumed. 
Flushes for the last year 


Slight but regular menstruation, 
1 day, 1 diaper. Marital re- 


unaltered. | N 


lations unaltered. No flushes 


Marital relations unaltered. No 
flushes 


Marital relations unaltered. 
Flushes began 2 months after 
operation. Note: the cervix 
was removed per vaginam on 
account of hemorrhage in 
Sept. 1909 


No desire: 


feeling less and 
different. 


No flushes 


Has dyspareunia: marital rela- 
tions otherwise unaltered. No 
flushes 


no 
No 


Always had_ dyspareunia : 
difference in feelings. 
flushes 


Jan. 29, 
1906 


Feb 28, 
910 


General Health. Remarks. | Date. 
| ov. 12, 
| 
| 
| a 
Mar. 3, 

= | Feb. 4, 

| 1910 
| 
| | 
| | 
| | 
| | Feb. 26, 
| | Feb. 1, 
| | | 
| | Mar. 1, a 
| 
| | 
| asthenic | 
| 
- | 8.4. Bpoor : feels weak : not Jan. 22, 
| 
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TABLE Ji. 
3. | Initials. 
Er Age. Date. Place. Doctor. Operation Notes. 
1 1904 | C.H. W.|Dr. Townsend Carcinoma of the body of 
= May 9 Barker} the uterus 
2| AG. 1906 P. W.H. |Dr. H. Lloyd Patch| Carcinoma of the body of 
. Nov. 1 the uterus 
3| M.B. 1907 Pp Dr. A. E. Wells Carcinoma of the body of 
51 April 4 the uterus : calcified uterine 
M fibroid 
4] A.M. 1908 Do, |Dr. H. J. Clark Adenocarcinoma of the body 
? Sept. 24 of the uterus 
5| M.L. | Oct,1 | P. H. W. \Dr. Hearn Fungous carcinoma of endo- 
53 metrium: small uterine 
M fibroids : cystic left ovary 
6| J,G. 1909 Do. —_ Adenocarcinoma of the body 
47 June 24 of the uterus: cystic left 
M 


ovary 


8. A. 


Wound. | 
~ 
bef 
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bet 
age 
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General Health. Local Conditions. Remarks, Date. 
Good except for weak-| Small normal shell of|Marital relations unaltered.| May 10, 
ness: better than| cervix: norecurrence| except for dyspareunia. Cheer- 1906 
before ful 
Fairly good : has never | Smooth vaginal vault :|Spinster. Cheerful a 
been very strong:| no recurrence 1 
“very much better” 
“Very good indeed : | Smooth vaginal vault : | Cheerful Mar. 17, 
better than I ever| appendages normal : 1910 
expected to feel} no recurrence 
again.” 
“Very good indeed : | Smooth vaginal vault :|Spinster. Cheerful Oct. 28, 
very much better ” no recurrence 1909 
Moderate, because of | Small normal stump of] Never much desire: operation! Nov. 4, 
weakness and indi-| cervix: right ovary] has made no difference tc| 1 
gestion: better than] normal marital relations. Cheerful 
before operation 
Very good : better Smooth vaginal vault :| Marital relations unaltered :| Feb. 28, 
no recurrence Cheerful 1910 


Wound. 
. 

q 
4 

fi — 
e 

a 

-| = q 
e q 
q 

t 4 

q 

4 

a 

q 

a 
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TABLE J ii. 


Operation Notes. 


July 1 


Sept. 10 


Sept. 24 
1909 
Jan, 21 
Mar. 15 


May 15 


June 28 


July 17 


-| Dr. Gordon Leslie 


. | Dr. H. B. Walker 


Dr. Angus Hunt 


Dr. W. P. Warren 


Carcinoma of Cervix: fibrosis 
of uterus 


Carcinoma of cervix 


Wertheim’s operation for 
carcinoma of cervix 


Wertheim’s operation for 
carcinoma of cervix : uterine 
fibroids: salpingitis with 
adhesions 


Wertheim’s operation for 
carcinoma of cervix per- 
forating anterior wall : gland 
on right iliac vessels 


Wertheim’s operation for 
carcinoma of cervix 


Wertheim’s operation for 
carcinoma of the cervix: 
fibroma of the right ovary 


Wertheim’s operation for 
carcinoma of cervix ex- 
tending up on right side 


Wertheim’s operation for 
carcinoma of cervix 


Wertheim’s operation for 
carcinoma of cervix (pre- 
vious double ovariotomy, in 
1901) 


Wertheim’s operation for 
carcinoma of cervix (pre- 
vious left ovariotomy) 


| Initials. | 
1/ C.F. | 1903 | P. W.H.| Dr. Lockhart | Pati 
| News Downes - 
M 
2; C.B. | 1907 _ 
53 | Nov. 21 sciat 
M 
A W.| 1908 Do | _ 
| $3 June 13 po tine 
M the 
4| EM. C. H. W. Perf 
M ther 
loss 
heen 
5| HL. P.W.H 
| — Batic 
M | 
6| A.C. Do. “Ve 
M 
63 | Patie 
8 IM.A. L. Do. ak | “Ve 
65 8.4, lot 
M 
M. C. C. H.W. 
M 
10| E.G. | | Cc. sam ve 
47 wel 
“Ve 
ll TW. W. #H. 8.48 on 


or 


or 


8. A. 


8.4. 


8. A. 
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General Health. | Local Conditions 


Patient died of recurrence about the base of the bladder a year after the 


operation. 


Fairly good: had| Smooth vaginal vault : 
sciatica after influ-| no recurrence 
enza: “much better” 


Very good, but soon| Smooth vaginal vault : 
tired: better than for| no recurrence 
the last two years 


Perfectly well till 3) Smooth vaginal vault : 
months ago: since! vagina short: no re- 
then pain in chest,, currence: no growth 
loss of flesh and} in abdomen 


hamatemesis 
Patient died of recurrence, May Ist, 1909. 


“Very good: much| Vagina short : smooth 
better” vault : no recurrence 


Patient died of pneumonia in February; 1910; 
pointing to recurrence. 


“Very good indeed : a| Vagina short: smooth 
lot better ” vault : no recurrence 


“Very good: much| Vagina short, 1}in. ; 
better than for years” | smooth vault: no re- 
currence 


“Very good : felt quite| Vagina short : smooth 
well before ” vault : no recurrence 


“Very good: very| Vagina short: smooth 
much better ” vault : no recurrence 


Marital relations not resumed. 
Usually depressed 


Just the same desire and 
feeling as before operation. 
no dyspareunia. Cheerful 


The same desire and feelings 
as before. Was cheerful : 
depressed lately 


Normal desire and feelings, 
unaltered. Cheerful 


there had been no symptoms 


Menopause before operation. 
Widow. Cheerful 


Menopause before operation. 
Cheerful 


Has been worried by financial 
difficulties and by the know- 
ledge that she carcinoma 


Menopause before operation. 
Marital relations exactly the 
same as before. Depressed 
at times, but less than 
before operation 


Dee. 12, 
"1909 


Oct. 17, 
1909 
27, 
910 
Jan. 24, 


1910 


Jan. 18, 
1910 


q 

Wound ‘ 
7 
| | Sept. 28 

| an | 1909 f 
April 25, q 

Nov. 11, 

| q 

| 
r- 
ior 
X- 
or} 
in 
re- 
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TABLE K. 
Initials. 
1| M.C. C. H.W. Uterine fibroid: right cystic! — 
7 July 22 ovary 
2| E. H. 1898 Do. Cervical fibroid in left broad | — 
29 Sept. 2 ligament : left ovary sessile 
M on tumour 
3 Sept. 26 Do. Uterine fibroid 
4| F. H. 1900 Do. _ Uterine fibroid: cystic right) H. 
45 Sept. 24 ovary 
M 
5| E. W. 1901 Do. for impacted) — 
52 Nov. 25 fibroid. moval right 
M ovarian cyst 
6] E.C, | Nov. 28 | P.W. H. Uterine fibroid: cystic left; — 
45 ovary 
8 
7| 1902 Do. | Dr. J. MacVine Uterine fibroid : right ovarian | — 
46 Feb. 13 dermoid 
M 
8 
T. H. | April 17 Do. /|Dr.C. E. Hutt Labour obstructed by uterine! - 
31 fibroid : right ovary cystic : 
M Cesarean hysterectomy 
9 — June 16 | C. H. W. |Dr. J. B. Wallace | Uterine fibroid = 
M 
10| E. H. | Oct. 16 | P. W. H. | Dr. Hugh Silver Multiple uterine fibroids.| — 
2 Fibroma of right ovary 
1l| ES. 1903 Do. _ Uterine fibroids - 
43 May 14 
M 
J.O. | Sept. 14 | C. H. Uterine fibroid: left ovary} — 
47 adherent to sigmoid : cystic 
right ovary removed 
13 — Sept. 17 | P. W. H. - Multiple uterine fibroids - 
4 
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Local Conditions. 


Very good : better 


Weak, easily tired : 
about the same as 
before operation 


“ Very 


good: much 
better 


‘Fair ; better at times” 


“Very good: much 


better ” 


“Good: better than 
before operation ” 


“Perfectly 


good : 
much better” 


“Very good : better” 


“Very good : better” 


“Very good : better” 


“Good, but terribly 
nervous: better than 
before, not so ner- 
vous” 


“My health is better ” 


“Poor, by reason of 
headaches and indi- 


gestion, but decided 
better” 


Normal 
cervix : 
normal 


stump of 
left ovary 


Normal cervical stump : 
vagina atrophying : 
right ovary normal 


Normal cervical stump 


Normal cervical stump : 
= appendages nor- 
mi 


Normal cervical stump : 
left ovary normal 


Normal cervical stump : 
right ovary normal 


Normal cervical stump : 
left ovary normal 


Normal 
cervix : 
normal 


stump of 
left ovary 


left ovary normal 


left ovary normal 


right ovary normal 


left ovarian cyst 


right ovary normal 


Normal cervical stump : 


Normal cervical stump : 


Normal cervical stump : 


Normal cervical stump : 


Normal cervical stump : 


Menstruation was regular from 
July 1898 to May 1901. Was 
married in June 1902. Flushes 
for 6 months after operation. 
Never had either feeling or 
desire 


No flushes 


Had flushes for 2 or 3 years 
after operation 


Marital relations unaltered. 
Operation for scar hernia May 
25 1908. No flushes 


Marital relations _ unaltered. 
Flushes began before operation 


No flushes 


Marital relations unaltered. 
Flushes began 2 years after 
operation 


Had neither desire nor pleasure 

before operation: since, she 
has had both at times. Ne 
flushes 


Since operation desire is less, 
and there is not always feel- 
ing: when present it is much 
stronger than formerly. Flushes 
began soon after operation 


Never had any desire: has had 
more feeling since the opera- 
tion. No flushes 


Both desire and sensation have 
been less than before operation. 
Flushes began soon after 
operation 

Left ovariotomy, December 11 


1905. Flushes for the last 4 
months 


Flushes for the last year 


26 


| General Health, Remarks Date. 
Wound, . 
Sept. 13, 
- || 
| Sept. 19, q 
| 1900 
| Nov. 9, q 
q 
1903 
1903 
May 8, 
Dee. 7 
July 9 
April 1, 
1907 
1904 
ic 
1908 
q 
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Operation Notes. 


> 


mM 


44 
M 


. | Dry Gordon Hull 


Dr. J. Angell James 


Dr. F. J, Tresilian 


Dr. W. G. Fee 


Dr. R. M. Leslie 


Dr. Williams 
Mr. J. H. Evans 


Dr. S. R. Schofield 


.|Dr. F. J. Tresilian 


. |Dr. Townsend 


Barker 


Uterine fibroid 


Multiple uterine fibroids 


Panhysterectomy for large 
cervical fibroid 


Uterine fibroids 


Multiple fibroids 


Uterine fibroid 


Multiple fibroids : cystic right 
ovary 


Uterine fibroid with fibro- 
cystic degeneration : cystic 
right ovary 


Uterine fibroids : cystic right 
ovary 


Uterine fibroids : right ovary 
cystic 


Uterine fibroids: small left 
ovarian cyst: dense bowel 
adhesions 


Uterine fibroids : cystic left 
ovary: bowel adhesions 


Uterine fibroids, with ad- 
hesions: panhysterectomy : 
removal of cystic right 
ovary 


Uterine fibroids, with cervix 
fibroid 
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Age. Date. Place. Doctor. Woung 
14| E.G. 1903 C. H. W| S.A. pert 
28 Nov. 30 bb 
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18 Sept. 27 | P. W. A. “Goo 
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Jan. 8 quit 
you 
36 50 
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M 33 
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“Perfectly well: de- 
cidedly better ” 


Good: much better 


“Very good: better 
than in previous 
years” 


“Improving : heart is 
weak : decidedly bet- 
ter in many ways” 


“Good : much better” 


Very good, but rather 
weak and nervous: 
much better than 
before 


Poor: has had hema- 
temesis : much better 
than before operation 


“Fairly good : better” 


Much better : “I feel 
quite ten years 
younger ” 


“Splendid: can walk 
5 or 6 miles” 


“Tam a new woman : 
I am better and 
stronger than I have 
been for years ” 


Very good except for 
indigestion: much 
better than before 


Very good: “better 
than I have been for 
3 years” 


“Very good : 


much 
better ” 


Normal cervical stump : 
right ovary normal 


Normal atrophic cer- 
vix: vagina atro- 
phied: right ovary 
normal 


Cervix absent : firmly 
closed vaginal vault : 
left ovary normal 


Normal cervical stump : 
left ovary normal 


Normal cervical stump : 
left ovary normal 


Normal cervical stump : 
left ovary normal 


Normal cervical stump : 
left ovary normal 


Normal cervical stump : 
left ovary normal 


Normal cervical stump : 
left ovary normal : 
vaginal atrophy 


Normal cervical stump 
left ovary normal 


Normal cervical stump : 
right ovary normal : 
acute vaginitis 


Normal small stump of 
cervix: right ovary 
normal 


Cervix absent : smooth 
vaginal vault: left 
ovary normal 


Normal cervical stump : 
sound passes 1 inch 


No flushes 


Has no feeling nor desire: had 
both before operation. Flushes 
for the last year 


No flushes 


Flushes 


began 
operation 


soon after 


Flushes began before operation 


Marital relations unaltered. No 
flushes 


Flushes 


began soon 
operation 


after 


Marital relations unaltered. 
Flushes the last few weeks 


Widow. No flushes 


:|No diminution of, feelings: 


slight diminution of desire. 
No flushes 


Menopause and flushes before 
operation 


Has flushes from indigestion 


Marital relations unaltered: she 
lost feelings, etc., years ago. 
Flushes last year 


Marital relations unaltered. No 
flushes 


Is General Health. Local Conditions. Remarks. | Date. q 
q 

S.A. Dee. 8, q 

1904 4 

Sept. 24 

Mar. 30, q 
q 

1908 

1907 q 

| 1908 q 
Oct. 10, q 
Feb. 19, 4 
May 19 
it| (ct. 14, 

1908 
nt 
1907 
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31 


33 


37 


39 


Initials. 
a Date. Place. Doctor. Operation Notes. 
E. H. 1906 | P. W. H. |Dr. L. P. Scott Uterine fibroids: cystic left 
7 Aug. 2 ovary 
8. T. | Oct. 12 Do. (|Dr. A. de Uterine fibroids : right cystic 
Prendeville| ovary 
F. M. | Oct. 18 Do. | Dr. W. Love Uterine fibroid : both ovaries 
40 and tubes adherent, with 
M signs of chronic inflamma- 
tion: right appendages 
removed 
E.S. | Dee. 31 | C. H. W. | Dr. R. Bluett Fibro-cystic uterine fibroid : 
4 right cystic ovary 
E. H. 1907 P. Dr. Mark Uterine fibroids (large one 
44 Mar. 11 Hargreaves | in anterior wall, smaller 
WwW pedunculated, at left cornu) 
F. G. | April 10 Do.  |Dr. A. F. Shoyer Cervix fibroid : ovarian cyst 
4 in left broad ligament 
F.C. | April 11 | P. W. H. |Dr. W. Love Uterine fibroids, largest being 
43 cervix fibroid 
M 
B. B. | April 18 Do. |Dr. A. Bowie Multiple uterine fibroids : 
42 double pyosalpinx: both 
WwW tubes and right ovary 
removed 
F,W. | July1 | C. H.W. |Dr. A. T. Scott Multiple fibroids : left cystic 
42 ovary 
M 
L. A. | Mar. 19 |P. W. H.|Dr. F. J. Tresilian | Uterine fibroids: left tubo- 
41 ovarian cyst 
M 
E.C. | April9 | Do. |Dr. F. Foott Multiple uterine fibroids : 
46 left ovarian cyst 
M 
A. W. | April 24 P. Major Webster Uterine fibroids : right cystic 
= Dr. R. Browne ovary : left cystic tube 
A. H. | June ll | P. W. H.|Dr.G. P. Chappel | Large softening fibroid of 
44 uterus: left ovary normal, 
M matted on tumour 
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General Health. 


Local Conditions. 


Very good 


“Much better: J] 
really feel very well 
now” 


“Little better ” 


“Very good: really 
better than I have 
ever been” 


“Up and down, owing 
to heart trouble : 
better than before 
operation ” 


Not very good: not 
strong 


“Pretty good: sleeps 
badly: better than 
for some time before 
operation ” 


“Very good indeed : 
much better ” 


“Very good : decided] 
better ” 
Good : better 


Poor, because of indi- 
gestion 


“Feeling wonderfully 
fit and able to walk 
miles” 


“Very good indeed : 
very much better : 
can walk any dis- 
tance » 


Normal small cervical 
stump: right ovary 
normal 


Normal cervical stump : 
left ovary normal 


Normal cervical stump : 
sound passes 1} inch : 
left ovary normal 


Normal cervical stump : 
left appendages nor- 
mal 


Normal cervical stump : 
left ovary normal 


Normal cervical stump : 
right ovary normal 


Normal cervical stump : 
right ovary normal 


Normal cervical stump : 
left ovary normal 


Normal cervical stump : 
right ovary normal 


Not seen 


Normal small stump of 

cervix: vagina atro- 
phic: right ovary 
normal 


Not seen 


Normal 
cervix : 
inch : 
normal 


stump of 
sound 1} 
right ovary 


No flushes 


Flushes for the last month 


Dyspareunia before operation : 
none since. No flushes 


Marital relations unaltered. Has 
flushes 


No flushes 


Both feeling and desire some- 
what diminished. Flushes just 
lately 


No marital relations for 20 years. 
Flushes for the last year 


Widow. No flushes 


Marital relations unaltered. No 
flushes 


Marital relations unaltered. No 
flushes 


Marital relations unaltered. 
Flushes began before operation 


Marital relations unaltered. 
flushes 


No 


Remarks. | Date. 
(| June 25, 
1907 

1908 

h 1908 q 
Ss 
| | 1909 
) | | q 
| 7 

| | 

| 

| 
h Nov. 24, q 
y | 1909 4 
1910 

1909 q 

1908 

al, 1910 
| ‘ 
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Initials. 
Ac 
41| H.F. 
35 
S 
42 |E.L.N. 
33 
M 
43 | C.B. 
48 
M 
44 |E, A.B. 
54 
M 
45 | H. B. 
45 
M 
a6) “Red. 
48 
M 
47) A.R. 
40 
48 |S. L. W. 
47 
M 
49 | M. H. 
42 
62 
51 | 
58 
S 
52| L.G. 
47 
S. 
42 
M 
54 |A.T. D. 
32 
M 


Place. 


Doctor. 


Operation Notes. 


Wound. 


Jan. 25 


Mar. 8 


Mar. 31 


May 26 


May 27 


June 7 


June 7 


July 1 


C. H. W. 


C. H.W. 


Dr. A. H. Brodribb 


Dr. S. Sunderland 


Dr. A. J. Chalmers 


Dr. J. Wallace 
Dr. H. J. Thornton 


Dr. J. B. Wallace 


Dr. R. W. Fell 


Dr. Townsend 


Barker 


Dr. D. McAskie 


Dr. M. Sims 


Dr. E. C. Bridges 


-|Dr. W. S. Frith 


. |Dr. C. R. Salisbury 


. |Dr. J. McClymont 


Multiple uterine fibroids : 
unhealthy right ovary 


Uterine fibroid: left intra- 


cystic ovarian papilloma 


Uterine _ fibroid: 
appendicitis 


chronic 


Multiple fibroids, one with 
necrobiosis, one calcified 
capsule and necrobiosis, a 
third with calcareous par- 
ticles: right ovary normal, 
sessile on tumour 

Large uterine fibroids : right 
ovary normal, sessile on 
tumour 


Uterine fibroids: blood cyst 
in left ovary 


Multiple fibroids: large left 
ovarian cyst 


Multiple fibroids: cystic 
right ovary: varix right 
broad ligament and dilated 
lymphatics 


Uterine fibroids: cystic left 
ovary 


Multiple fibroids : left ovarian 
cyst, adherent to growth 
(? malignant) of sigmoid 


Multiple fibroids, 
calcified 


Multiple fibroids: large one 
necrotic with pus cavities : 
cystic right ovary 


Multiple fibroids : 
right ovary: 
carcinoma 


cystic 
mammary 


Uterine fibroid with necro- 
biosis : right ovary normal, 
sessile on tumour 


partly |S.A: 


8. A. 


Fairly 
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General Health. 


Local Conditions. 


“Very good: better 
od and less 
easily tired ” 

“Very good: better 


than she had ever 
felt in her life” 


“Good: much better” 


fairly good : better 


“Very fair: better” 


“Very good : wonder- 
fully better ” 


“Very well indeed : 
much better, stronger 
entirely ” 


“Very good except for 
indigestion : most de- 
cidedly better” 


“Never felt so well : 
altogether —_satisfac- 
tory” (Dr. Sims’ 
report) 

Good: much better : 
“T have done 1,500 
miles on my tricycle 
since August ” 
“Looking better than 
IT have seen her for 
years” (Doctor’s re- 
port) 

Very good except for 
indigestion and mus- 
cular rheumatism : 
“a great deal better ” 
Good: much better 


“Very well: better” 


Normal cervical stump : 
left ovarian cyst size 
of orange 


Normal cervical stump : 
right ovary normal 


Normal cervical stump : 
left ovary normal 


Normal cervical stump : 
left ovary normal 


Normal cervical stump : 
left ovary normal 


Normal cervical stump : 
right ovary normal 


Normal stump of 
cervix : sound 1 iach : 
right ovary normal 


Stump of cervix a 
little hyperplasic : 
sound 1 inch: left 
ovary normal 


Not seen 


Normal 


Small normal cervical 
stump: left ovary 
normal 


Normal cervical stump : 
left ovary normal 


Normal stump of 
cervix: left ovary 
normal. No _ recur- 
rence of carcinoma of 
breast 

Normal cervical stump : 


No flushes 


Has been “more natural” last 
few months, 7.e., she has had 
some natural feelings and some 
desire. Had flushes for 2 
months, 6 months after opera- 
tion 

Menopause and flushes 2 years 
before operation 


Marital relations unaltered. 
Flushes began 4 months before 
operation 


Marital relations unaltered. No 
flushes 


Feeling and desire less since 
operation. Flushes began 5 
months after 


Spinster. No flushes 


Marital relations unaltered. 
Flushes began before operation 


Spinster. Was depressed before 
the operation, not since 


Spinster. Menopause before 
operation 
Spinster. Menopause before 


operation 


Spinster. Flushes began before 
operation 


Marital relations unaltered. No 
flushes 


Marital relations unaltered. No 
flushes 


left ovary normal 


Py 
a 
a 
a 
a 


1909 : 

Oct. 20, 

| 

| | April 26, 

1909 

| 

1909 

| 1909 

Dee. 14, 

| 1909 

| 

en | Oct. 13, | 

1909 

| | 

| 1910 

n} — Mar. 3, 

. | 1910 | 

April 13, 

| | 

: 1910 

y | 1910 | 

1910 
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TABLE L. 
| Place. Doctor. Operation Notes. 
$4! Os. 

1900 C. H. W.|Dr. G. W. F. Uterine fibrosis 
4 July 3 Macnaughton 

| 1 Do. Dr. E. J. McC. | Uterine fibrosis = 
43 Nov. 28 Morris 
M 

3| M.G. | Dec. 15 | P. W. H. = Uterine fibrosis — 
25 

4} A.G. 1905 Do. Dr. F. J. Rawlinson | Fibrotic uterus = 
37 Jan. 19 

5 | A.N. | Sept. 21 Do. |Dr.Wm.Gemmell | Right ovarian tumour:, — 
49 fibrotic uterus 

6 A.D. 1908 = = Do. | Dr. H. Distin Uterine fibrosis : dense bowel) — 
37 June ll | adhesions: left ovary 
M matted, removed 

7! EH. | Dee. 3 Do. Dr. H. Distin Uterine fibrosis: cyst right! S. A. 
48 ovary 
M 

8 | L. K. | April 26 |C.H. W.|Dr. J. McGlashan | Uterine fibrosis: extensive)! — 
. varix of left broad ligament 


Wound, 


| 
Ge 
Very 
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befor 
| Good 
gesti 
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General Health. Local Conditions. Remarks. Date. 
“Very good: better} Not seen Supra-vaginal hysterectomy was| Mar. 23, 
than ever in my life followed by return of —— 1907 
before ” necessitating the removal of the 
cervix per vaginam 
Good except for indi-| Normal stump of} No loss since operation. Marital} July 24, 
gestion : much better| cervix: right ovary| relations unaltered 1907 
than before normal 
Fairly good: much| Small normal stump/Spinster. Flushes began 2 months; Dec. 15, 
better ; of cervix : left ovary| after operation 1 
normal 
Poor : cardiac debility, | Normal Spinster. Flushes ever since; Feb. 1, 
edema of legs, and operation 1910 
want of muscular tone 
“Very good: much|Normalcervicalstump :| Widow. Flushes occasionally | June 25, 
better than for years”| left ovary normal 1907 
Varies: “considerably| Normal stump  of|Has had “shows” at intervals May 6, 
better than I have! cervix: sound 14) of 5 or 6 weeks. Marital) 1909 
felt for years” inch: right ovary| relations unalterd. Flushes 
normal began soon after operation 
Very good: much| Normal stump _ of| Menstruation was regular, but| Feb, 28, 
better cervix: sound 14} scanty, till May 1909: amenor- 1910 
inch: left ovary| rhea till December, and regular 
normal since. Marital relations un- 
altered. Flushes began before 
operation 
pred good: much a re No sensation since operation.| Feb. 2, 
r 


norma 


Has had flushes 


1910 
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TABLE Q. 


Operation Notes. 


Subperitoneal myomectomy = — 
| 
| 


Dr. P. R. Dodwell | Intra-uterine fibroid: myo-| — 
mectomy by hysterotomy | 
| 


. |Dr. D. Petty Intra-uterine fibroid: myo-| — 
mectomy by hysterotomy 


| 


Dr. Thoresby Jones| Degenerating subperitoneal | 8. A. 
fibroid 


Subperitoneal fibroid, flexible 
pedicle from right uterine 
cornu 


Dr. C. J. Martin Pedunculated subperitoneal 
fibroid : chronic appendicitis 


. |Dr. R. M. Bruce Intra-uterine fibroid : myo: | 
mectomy by hysterotomy 


Dr. Julius Moore | Pedunculated subperitoneal 
fibroid 


.|Dr. J.B. Wallace | Fundal fibroid projecting 
into uterus: myomectomy 
by enucleation 


Capt. Lupton Small fibroid in uterus: 
umbilical hernia 


Interstitial cystic degenerat- 
ing fibroid, size of orange : 
pregnancy 5 months 


Dr. W. J. Ewan Uterine fibroid, size of fist, 
in anterior wall of uterus 


. | Initials. 
$2 Age. | Date. | Place. Doctor. | Pa Ge 
1 1900 |P. W. H. Good « 
38 Aug. 14 aches 
same 
mictu 
mont 
2| E.H. | Aug. 31 P. Good : 
23 bette 
Ss 
| 
19022 |P. W.H Good : 
31 | April 10 possi 
M | feel 
| wom 
. 4 om. May 22 Do. Good 
| 
1903 Do. — Not 
34 May 14 mucl 
Ss | befo 
6| E.C. | Nov. 15 P. — “Ver 
36 | muc 
| muc 
7| A.M.| 195 |P.W.H 
37 Sept. 7 bef 
not 
S| 1906 Do. Gooe 
32 June 28 | 
M 
9| J.E. 1907 |C. H.W 
46 Nov. 11 bet 
M 
10| A.B. | Nov.9 Do. — Ber 
40 we 
M 
11 | M. H. 1909 Do. _ = Cor 
35 Jan. 1l tit 
M 
12| M. B. | May 20 | P.W.H. S.A. Go 
45 tit 
M 
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Local Conditions. 


Good except for head- 
aches: about the 
same: frequency of 
micturition the last 


month 
Good: “a great deal 
better ” 


Good: “as different as 

posible: I do not 
feel like the same 
woman ” 


Good: better 


Not very good, but 
much better 
before operation 


“Very good indeed : 
much better : can do 
much more” 


Moderate : better than 
before, but she does 
not pick up 


Good: much better 


Very good : very much 
better 


Very good : still a little 
weak 


: easily 


: easily 


Uterus is seat of 
several fibroids, some 
of considerable size 


Uterus normal size: 
no fibroids 


Uterus normal size and 
position : no fibroids 


Uterus normal size: 
no fibroids 


Not examined 


Uterus normal size: 
no fibroids 


Uterus large: feels as 
if further fibroids 
were developing 


Uterus normal size: 
no fibroids 


Uterus normal 
no fibroids 


Uterus normal size: 


no fibroids 


Uterus normal 
no fibroids 


Uterus normal 
no fibroids 


Menstrual loss moderate. Hyster- 
ectomy on May 6 1906 


Menstrual loss moderate : 2days, 
8 diapers 


Menstrual loss moderate, for her, 
17 diapers. Before operation, 
50 to 60 diapers 


Menstrual loss moderate, un- 
altered 


Menstrual loss moderate 


Menstrual loss moderate, less 
than formerly 


Menstrual loss is too much, but 
not so excessive as before the 
operation 


Menstrual loss free; more than 
formerly 


: | Menstrual loss moderate 


Confinement of a still-born girl 
on August 141909. Cross-birth 


:|Normal confinement of a girl, 


June 8 1909. Miscarriage at 
3 months, Dec. 9 1909 


:| Menstrual loss normal 


General Health. Remarks. Date. 

April 26, 
| 
April 29, | 
| 
| 
= | Sept. 16, 
| 
1904 
i 

Mar. 20, 
1910 
July 2, i 
| 
| | 
| July 29, 
Feb. 26, 
| 
1909 
1909 
— Good : ize Feb, 2, 

S. A. BGood: bette i Jan. 22, 

tired 1910 
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TABLE R. 


Operation Notes. 


.|Dr. F. J. Tresilian | Subperitoneal fibroid : cystic 
left ovary 


Dr. Mark Robinson | Pedunculated fibroid in right 
broad ligament : blood cyst 
in right ovary 


Dr. W. D. Murray | Large pedunculated fibroid : 
double salpingitis with 
adhesions: right tube re- 
moved: both ovaries pre- 
served 


M,R. | Oct. 1 .  |Dr.CarsonSmyth | Red degenerating subperi- 
37 toneal fibroid: left appen- 
M dages previously removed 

for e.u.g. 


M. C. . |Dr.J.D. Windle | Large left ovarian cyst: 
40 : pedunculated fibroid, at- 
M tached to fundus 


| Initials. | 

Age.” | Date. | Place Doctor. Wout, 

1] M.R. 1903 P. W. H _ Poor, 
47 May 21 = 
befor 

2| A.B. | 1906 |C. H.W. _ ver 
42° | April9 had 
WwW 

3| A. H. | April23 | Do. _ 

“Ve 

tha 

al 

5 = wa 
do 

we 
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Uterus and right ov 
:| normal 


No loss since operation 
before 


“Very good: always| Uterus normal size,| Menstrual loss moderate: meno-, Oct. 22, 
had good health” some prolapse: left} pause in August 1907 
ovary normal 


“Very well, but nerves 


| Uterus normal size :| Menstrual loss moderate : meno- 
not quite strong:| both ovaries normal 
altogether better” 


22, 
pause in December 1908 / 1909 


“Very good: better) Uterus and right ovary 
than I have felt for| normal 
a long time” 


Menstrual loss moderate Oct. 10, 
1907 


Very good till lately : 
was feeling better: 
does muc 


Uterus and right ovary 
rmal 
public 
work 


Menstrual loss moderate 
no 


Dee. 17, 
1909 


Wound. General Health. Local Conditions. Remarks. Date. : 
| 
‘ | 
| i 
| 
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TABLE S. 
as * Date. Place. Doctor. | Operation Notes. 
Wont 
1|M.8 1901 P. W. H. Retroversion with adhesions: | 
= June 25 interstitial fibroid 
2| A. H. | Oct. 24 Do. Dr. C. E. Hutt Retroversion with adhesions :| — 
45 2 interstitial fibroids 
WwW 
3 | MER. 1902 P. Dr. H. K. Ramsden | Retroversion with adhesions: | — 
30 Oct. 12 2 small sessile fibroids : 
M cysts in ovaries punctured 
4| C.B. 1903. | C. H. W.|Dr. 8. E. Tench Retroversion with fibroids:] H, 
S Jan. 5 myomectomy by enucleation 
5| | Mar. 13 P. — Two interstitial fibroids :|S. A. 
40 enucleation of cyst in ovary : 
M appendicectomy 
6| H.W.) Oct.8 | P.W.H Retroversion : interstitial| — 
49 fibroid 
M 
7) 2G. 1904 P. Dr. H. J. Thornton | Chronic retroversion: two| — 
52 Jan. 31 interstitial fibroids 
M 
8| E.R. 1905 | P. W. H.|Dr. A. Bowie Retroversion and prolapse:| -- 
. Mar. 2 small fibroid in fundus 
9| M.P. | May8 |C. H. W. |Dr. H. Silver Retroversion: small fibroid} — 
43 in fundus 
M 
10); F.C 1906 Pp: Dr. H. Distin Retroversion : two interstitial | — 
41 Oct. 24 fibroids 
Ss 
ll | M. P. 1907 Do. Dr. W. H. White Retroversion: two small) — 
4 Mar. 23 fibroids in fundus 
12| E.T. | Junel Do. |Dr. A. F. Galloway | Procidentia : interstitial | — 
52 fibroid: anterior colpor- 
M rhaphy : perineorrhaphy 
13 | M. W. | June 10 | C. H. W. R. Moffat Retroversion: two small) — 
29 fibroids: resection of cyst 
S in left ovary 
A.H. | July 4 Dr. Wallace Retroversion : 2 small fibroids} — 
in fundus 
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Local Conditions. 


Very good: “much 


better ” 


Very good: “much 


better ” 


Very good: “much 


better” 


“Never very good: 
about the same” 


Fairly good: weak : 
“not much difference” 


Very good indeed 


Fairly good: easily 
tired: “stronger” 


well in 


Very good: “better, 
no comparison ” 


“A hopeless neuras- 
thenic” (Doctor’s re- 
port) 


Excellent 


Good: but nervous 

and easily tired : has 
been nursing husband 
and father 


“Very much better: 
excellent: I feel a 
new woman entirely ” 


“Middling : better” : 
indigestion 


Uterus well slung up : 
a small fibroid in 
anterior wall 


Uterus well slung up : 
normal size 


Uterus small: 
slung up 


well 


Uterus well slung up : 
normal size 


Uterus well slung up 
normal size 


Uterus well slung up: 
normal size 


Uterus well slung up : 
normal size 


Uterus well slung up : 
normal size 


Uterus well slung up : 
normal size 


In July 1907 an 
obstetric physician 
found “the pelvic 
organs perfectly nor- 
mal” 


Uterus well slung up : 
normal involution 


Uterus well slung up: 
perineum sound: no 
cystocele : slight recto- 
cele 


Uterus well slung up 
in good position: 
normal size 


Uterus small: well 
slung up in good 
position 


Menstrual loss moderate 


Menstrual loss very little 


Menstrual loss scanty 


Menstrual loss moderate. Opera- 
tion for scar hernia in Jan. 1904 


:| Menstrual loss moderate 


Menstrual loss was free up to 
the time of cessation 2 years 
ago 


Menopause before the operation 


Menstrual loss moderate 


Menstrual loss moderate 


Menstrual loss moderate 


Confinement of a girl on March 
23 1908. Easy and rapid 
second stage 


Menopause before operation 


Menstrual less moderate : 
than before operation 


less 


Menopause before operation 


Wouna General Health. Remarks, Date. 
q 
1908 
1906 
1904 4 
1 
n 1906 q 
i 
2/8. Feb. 14 q 
1008" 
1910 i 
1905 
| -- Moderate : feels weak : Mar. 15, 
“not so a’ 1906 
myself” 
id} — July 19 
al| — ee Mar. 6, 
1908 
1908 
r- 1908 
st 1908 a 
ds} — Nov. 19, 
1908 
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#8 — Date. Place. Doctor, Operation Notes. 
CS. 
15| A. H. 1907 C. H. W. — Retroversion: small fibroid 
46 Sept. 16 in fundus 
M 
16| H.G. 1908 Do. |Dr. A. Hope Retroversion with adhesions : 
41 Feb. 21 Walker} 2 small pedunculated and 
Ss 2 interstitial fibroids 
17| F.C. | Mar, 29 Le Dr. W. P. Warren | Retroversion: pedunculated 
. fibroid attached to fundus 
18 | E.B. | Oct. 13 | C. H.W. Fibroids (one pedunculated 
30 and 3 small sessile) : retro- 
Ss version : cystic right ovary : 
appendicitis (chronic) 
19 E. B Nov. 2 Do. Dr. J.D. Hadden | Chronic retroversion : 4 small 
| 87 fibroids 
| M 
20 A.B. | Dee.21 | Do. |Dr.H.J.Thornton |Small fibroid in uterus: 
| $5 prolapse: chronic appendi- 
W citis 
21) 1909 | P. W. H. |Dr. H. Distin Chronic retroversion small 
33 Feb. 18 fibroi 
22 |E. K. T.| Mar. 29 | C. H. W. |Dr. H. W. Whitley | Retroversion: fibroid in 
25 fundus 
23| | Mayl2 |  |Dr.H. Distin Fibroids: adhesions of 
39 uterus and appendages 
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Local Conditions. Remarks, Date 
Very good : better Uterus well slung up: | Menstrual loss much less than| Mar. 2, 
normal size before operation 1910 


Suffers from weakness 
and indigestion 


Very good, except for 
indigestion : better 


“Very good indeed : 
better than for the 
last 10 years” 


pFairly good, but weak : 
“decidedly better” 


Very good : better 


Very good: much 


better 


Poor: has felt weak 
from losses of blood 


Very well, except for 
nerves : “a great deal 
better ” 


Uterus rather bulky : 
well slung up in good 
position 


Uterus _retroverted : 
normal size 


Uterus lying partly 
back : normal size 


Uterus normal size: 
well slung up in good 
position : appendages 
normal 


Uterus normal size: 
well slung up 


Uterus normal size: 
well slung up 


Uterus bulky: 
slung up 


well 


Uterus normal size: 
well slung up 


Menstrual loss moderate, less 
than formerly 


Menstrual loss moderate 


Menstrual loss moderate: has 
lost her dysmenorrhea 


Menstrual loss moderate 
Menstrual loss free, less than 
before operation 


Menstrual loss moderate 


Menstrual loss has continued to 
be excessive 


Menstrual loss moderate, used to 
be profuse 


27 


| | 
— May 14, 
| 
= Feb. 14, 
| 1610 
= | Nov. 8, 
| | | 
- | Feb. 18, 
Feb. 5, 
1910 
= 
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Menstruation in Europeans, Eurasians and East 
Indians in India. 


By J. C. Hotpicn Lercester, M.D., B.S., M.R.C.P. (Lond), 
F.R.C.S. (Eng.), Indian Medical Service. 


As far as I am aware no paper dealing at all fully with the statistics 
of menstruation among Europeans and Eurasians in India has as yet 
been published, so that I thought it might be of interest to record the 
results of some investigations which I undertook on this subject 
during the three years I was at the General Hospital, Calcutta. 

An endeavour was made to record the full menstrual history of 
every patient admitted into the wards for women which were under 
my charge; but in so many instances I found that I was unable to 
obtain an authentic account, more especially among the Eurasians 
and East Indians, that I have only been able to collect some five to six 
hundred cases, a number, as I am well aware, that is far too small 
to enable one to draw any reliable general conclusions from, but 
which, at the same time, may suffice to bring out some points of 
interest. 

The history of every case was recorded by myself personally, and 
great pains were taken to exclude any about which there appeared to 
be the least question of doubt, or in which the patient was suffering 
from any pathological condition likely to affect menstruation. 


I have divided the patients into three classes as follows : — 


I. Europeans. Under this heading are included only those who 
were of pure European extraction with no admixture of any native 
element, and who had resided for at least three consecutive years in 
India. 


II. Eurasians. Those of mixed extraction in whom the white 
element predominated. 


III. East Indians. Those of mixed extraction in whom the 
dark blood predominated. 


Class I. I have further sub-divided into :— 


(a) Those who had resided for three consecutive years or more in 
India, but who had not been born and bred in the country. 

(b) Those who had been born and bred in India. 

I should further explain that in Table I., under the sub-heading 
“Ta,” I have only included those Europeans who had resided in 
India for at least three years previous to the onset of menstruation. 
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Turning first to Table I., which gives the ages at the time of the 
onset of the first menstrual period among these various races. A 
glance at this record will show that menstruation begins at a later 
period among the Europeans than among those of mixed extraction; 
and that, furthermore, the more the dark element predominates the 
earlier is the age of onset; and this is exactly what one would expect, 
as the average age of onset is undoubtedly lower among the natives of 
India than among Europeans, though I regret that I have been 
unable to find any reliable figures bearing on this point. 

Thus among the East Indians 53°73 per cent. begin to menstruate 
before the age of 14 years: of Eurasians, 48°22 per cent.; and of 
Europeans, 39°37 per cent.; whilst in this latter class, of those who 
had been born and bred in India, 39°81 per cent. commenced to 
menstruate before the age of 14; and of those who had not been born 
and bred in India, 38°98 per cent. This would seem to show that the 
onset is slightly earlier amongst those Europeans who are born and 
bred in this country than amongst those who come out here at a later 
age; but the difference is so slight that in the absence of further 
figures no stress can be laid on this point. 

The average age of commencement works out at 14°32 years in 
Europeans (14°38 years in Europeans in class “ Ia,” and 14°24 years 
in those in class “ Ib”), 14°15 years in Eurasians, and 13°86 years in 
East Indians. 

From these figures it would appear that the age of commencement 
of menstruation among Europeans in the Tropics is perhaps slightly 
earlier than it is in temperate climates, this point being somewhat 
more marked amongst those who have been born and bred in India; 
the difference is, however, so slight that it certainly seems as if the 
effect of climate had been unduly exaggerated by certain writers, . 
the question of race apparently being of far more importance in this 
matter. 

Passing to to Table II., which deals with the periodicity of the 
menstrual flow, I should first say that, in order to bring this 
table to reasonable dimensions, I have been obliged to exclude all 
those intervals into which not more than 3 per cent. of cases fell in at 
least one class; and in doing this it will be seen that 87°38 per cent. 
of the European cases have been recorded under one or the other of 
these headings, whereas it has only been possible to enter 77°69 per 
cent. of Eurasians and 82°35 per cent. of East Indians. I think this 
may be taken as tending to show that the periodicity of the flow in 
these latter classes is of a more irregular character than it is in 
Europeans. A further confirmation of this may also be seen in the 
fact that a considerably higher percentage of cases occurs under the 
heading “ Irregular’ amongst the Eurasians and East Indians than 


amongst the Europeans, more especially those not born and bred in 
India. 
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The most common type of periodicity would appear to be the 
* 30 day type.” This holds good for all the classes with the single 
exception of those Europeans born and bred in India, in whom the 
28 day type” predominates. 

Furthermore, it may be remarked that if the periods of 28 days, 
30 days and 28-30 days be all included under one single heading we 
find that over 50 per cent. of the Europeans come under this category, 
over 52 per cent. of those not born and bred in India, and just over 
49 per cent. of those born and bred in this country; whereas only just 
over 41 per cent. of Eurasians and 40°4 per cent. of East Indians 
would fall under this heading. These figures again, I think, confirm 
the suspicion that the periodicity is of a more irregular type in these 
two latter classes. 

It may be of interest, as further showing the greater variety of 
periodicity in these classes, to note that of cases that I have excluded 
from this table for the reasons given above, of Europeans 4 (1°94 per 
cent.) gave a history of 21 days interval between their periods, of 
Eurasians 6 (2°48 per cent.) 21-28 days, 5 (2°07 per cent.) 24-26 days, 
7 (2°89 per cent.) 25-27 days, 5 (2°07 per cent.) 29-31 days, and 
4 (1°65 per cent.) 27-33 days, and of East Indians 3 (2°21 per cent.) 
21-28 days, and 3 (2°21 per cent.) 27-33 days. 

Next, as to Table III., which gives the duration of the menstrual 
period. This table does not, I think call for any special remarks; 
suffice it to say that the average duration of menstruation therein 
shown works out for Europeans at 4°99 days (for those not born and 
bred in the country 4°84 days, for those born and bred in India 
5°16 days), for Eurasians 5°17 days, and for East Indians 5°02 days. 

The differences are so slight that it would seem that the average 
duration for all the races named is practically the same, and does not 
appear to differ to any appreciable extent from that existing in 
England and other temperate climates; if anything the tendency 
would seem to be towards a slight prolongation of the period for all 
classes born and bred in India, as against those Europeans coming 
to this country later in life, but much stress cannot be laid even 
on this, as the figures themselves are so small and the differences 
between them so slight. 


Directing our attention next to Table IV., which gives the 
statistics as to pain at the periods, it will be seen that there is a 
very slight difference in the percentages of those who suffer pain 
among the various classes. It would appear that the cases in which 
there is dysmenorrhea during the period are greatest among 
Europeans born and bred in India and Eurasians; those who suffer 
least being the East Indians. 


The commonest type of pain seems to be that occurring during 
the period only, this being most marked among the Europeans; 
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and the least common among all classes being that coming on before 
the onset of the periods only. 

Much stress again cannot be laid on this table, as the question 
depends so largely on the personal equation, some persons calling a 
sensation painful which others would not consider to be more than 
a mere discomfort, and more particularly is this likely to be the case 
among the Eurasians and East Indians who as a rule are highly 
strung, of a decidedly neurotic temperament, and given to making 
the most of any pain with which they may be afflicted. 

Finally, I should like to add a short note concerning the effect 
of the climate of India on the menstrual flow of Europeans coming 
out for the first time to this country after the establishment of 
menstruation. 

Unfortunately I have only been able to obtain notes of 91 patients, 
a number far too small from which to generalize; but still I think 
analysis of these cases may not be without some slight degree of 
value and interest. 

Of these far the larger proportion, viz., 58 (.e., 63°74 per cent.), 
stated that menstruation was entirely unaffected by the change, 
27 (ae., 29°67 per cent.) had observed that the quantity of the 
discharge had increased, and 6 (2.e., 6°59 per cent.) noted a distinct 
diminution in the amount lost; furthermore, of the 27 who suffered 
from an increase of the flow, 13 (7.e., 48°15 per cent.) stated that there 
was a decided increase, 3 (11°11 per cent.) a slight increase only, and 
3 (11:11 per cent.) a very marked increase, 1 (3°7 per cent.) said the 
periods occurred more frequently, but the amount lost at each 
remained the same as before, and 7 (25°93 per cent.) stated that not 
only did the periods occur more frequently, but also the amount 
lost on each occasion was decidedly increased. 

These figures would seem to indicate that only in the minority of 
eases has the climate any effect at all on menstruation, and that even 
in this minority the number appreciably affected is relatively small. 
I hope, however, should opportunity offer, at some future date to be 
able to obtain further records on this subject. 


Conclusions. 


1. The onset of menstruation occurs later in the case of Europeans 
in India than in races of mixed extraction, and the more the dark 
element predominates the earlier is the age of onset. 


2. The onset appears to be slightly earlier among Europeans born 
and bred in India than in those coming to the country at a later age. 


3. The average periodicity of the flow would appear to be more 
regular in Europeans than in those races of mixed extraction. 


4. The average duration of the period is probably practically the 
same in all these races with the possible exception that it is of 
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slightly shorter duration in Europeans coming to India than in those 
of other classes. 


5. The commonest type of menstrual pain among all classes seems 
to be that occurring during the period only, and the least common 
that occurring only before the onset of the flow. 


6. The effect of the Indian climate on the periods of Europeans 
coming out to the country for the first time after the establishment 
of menstruation is nil in nearly two-thirds of the cases, and in less 
than one-third is there any increase in the amount lost. 


7. The effect of climate, both as to the onset of menstruation and 
also as to the amount lost at the periods, has probably been over- 
estimated. Race would seem to have far greater influence on onset 
than climate. 
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Littler: Rupture of Uterine Myoma 


SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


Rupture of Uterine Myoma, Due to a Fall, with 
Intraperitoneal Hzemorrhage.* 


By R. Merepitru Lirtier, F.R.CS., 
Honorary Medical Officer to Southport Infirmary. 


Amone the many complications and dangers of myoma of the uterus, 
there is one which is, I believe, fortunately very rare, but is none the 
less of extreme gravity, and causes the onset of very alarming 
symptoms. I refer to the actual laceration or rupture of the myoma 
from external violence, such as a blow or fall, with the resulting 
extravasation of large quantities of blood into the peritoneal cavity. 
That such an accident should occasionally happen seems natural 
enough, and it is with some surprise that I have been unable to find, 
upon investigation, the report of any case of an exactly similar 
character. 

The details of the case are briefly these :— 

A. W., 43 years, unmarried, shop assistant, rather anemic, and of 
a somewhat neurotic tendency, was admitted into the Southport 
Infirmary on November 2 1909. 

Menstruation began at 12 years; from the first, regular 
every month, but scanty and attended with great pain, for which 
some years ago she consulted a doctor, who inserted an instrument 
which she wore for twelve months, but which gave her no relief. 
During the past three years she had noticed that the dysmenorrhea 
was not nearly so severe. 

For some four or five years before the accident she and her 
friends had noticed a gradual increase in the size of the abdomen, a 
condition which naturally subjected her to a certain amount of chaff. 
She had a sense of weight and dragging pains in the abdomen, as if 
“all the body were dropping,” and had worn a belt for support, but 
had not sought medical advice. She had noticed no increase in the 
menstrual flow, but the pain, as stated before, had not been so acute 
of late. There was no abnormality in the bladder function. A 


* Communicated to the North of England Obstetrical Society. 
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normal menstrual period occurred fourteen days before the fall. 
The accident was of a very simple character. Coming out of the 
Winter Gardens, the evening before admission, she tripped and fell 
heavily on to the asphalt walk. She was seized at once with severe 
pain in the abdomen, but was able to walk, with assistance, to the 
house where she was lodging (about 100 yards or so) and was put to 
bed. She felt very faint, vomited, and had an urgent desire to go 
to stool. She was very ill all night; in agony, with intense pain in 
abdomen, loin and spine. Dr. Herapath Wood was summoned about 
7-30a.m. He gave her morphia hypodermically, and ordered her 
removal to the Infirmary, where I saw her about 12 o'clock. 

The intensity of the symptoms was, no doubt, disguised to some 
extent by the morphia; but she still complained of pain, and the 
abdomen was hard and tender and somewhat distended. A definite 
large tumour was felt, rather more to the right side. The pulse 
was 112, and the temperature 99°2°. The face was somewhat 
blanched, but not markedly so. After consultation with some of my 
colleagues, it was decided to operate, and the abdomen was opened 
about 12-30, a provisional diagnosis of ruptured ovarian cyst having 
been made. Dr. Mewburn Brown kindly assisted me. 

The peritoneal cavity was found to contain a large quantity of 
blood, at least a pint, which greatly obscured the view of things. 
As much as possible was rapidly mopped out, and the incision was 
enlarged to a length of 7 inches, through which it was possible to 
deliver the tumour. This was a large subserous fibroid, and the 
source of the hemorrhage was at once evident, a vertical lacerated 
wound on the anterior surface, at its upper part, some 3 inches long. 
There were no adhesions to any of the viscera or to the omentum. It 
was floating quite freely in the abdominal cavity attached by a broad, 
flat, fleshy pedicle, three inches or so broad, with very large vessels 
coursing in it. This was clamped and tied in sections, and the 
tumour removed. It weighed 6 lbs. 10 0zs. Neither the uterus nor 
the broad ligaments came into view, and the exact relation of the 
tumour to thesce structures was not investigated. Sufficient 
peritoneum not having been left to cover over the raw surface of the 
stump, it was fixed in the lower angle of the wound, suspended to the 
sheath of the rectus abdominis. The wound was closed by through 
and through stitches and saline fluid given by the rectum. 

The patient made an uninterrupted recovery, and left the hospital 
in about five weeks. 

T am indebted to Dr. J. H. Willett, of the Department of 
Gynecological Pathology in the University of Liverpool, for the 
following description of the tumour :— 

The specimen consists of a subserous tumour, roughly reniform 
in shape, measuring 9x7x4 inches, and weighing 63]bs. It is 
pinkish-white in colour and coarsely lobulated on the surface. In 
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consistence the tumour is mainly firm, with the exception of a 
softened area, of a bluish colour, on its upper free surface. In this 
situation there is a laceration, 3 inches long, involving one of the 
large veins which course superficially over the tumour. This lacera- 
tion communicates with a necrotic cavity, 2 inches in diameter, in 
the upper part of the tumour. The pedicle of attachment is repre- 
sented by an area 2} inches in diameter on the under surface. 
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Perforating Wound of the Abdomen Through the 
Cervix Uteri: Suture: Recovery. 


By A. N. McGreeor, t.D., F.R.F.P.S.G. 


Tue following case is of interest on account of the rarity of the 
accident, the absence of other injuries, and the principal symptoms. 

Mrs. D., et. 49, was admitted to the Glasgow Royal Infirmary at 
midday on November 18 1909, complaining of severe bearing-down 
pains, the result of an accident which had occurred that morning. 

The history of the accident is unusual. The patient seems to 
have been in the habit of using a long, hollow brass rod to assist her 
in arranging the bedclothes; the rod was three-eighths of an inch in 
diameter and 393 inches long. When it was not in use it leant 
against the side of the bed. On the morning of the accident the 
patient was rising at 8a.m., but she unfortunately got this rod 
between her legs, and when she slipped to the floor it penetrated her 
vagina to a considerable extent (as the anterior superior spine of the 
ilium was 323 inches from the ground and the rod measured 393 inches, 
more than 7 inches must have penetrated). She was wearing a short 
nightdress at the time, which was not, however, torn. After the 
accident she felt faint, but could step on to a chair; when she did so 
the rod fell from the vagina by its own weight. She then went back 
to bed. The only person present was an adopted daughter, aged 7, 
who immediately went off to get assistance; the patient’s doctor was 
called in, and advised her removal to hospital. At the time of the 
accident there was a good deal of hemorrhage, staining the bed- 
clothes and mattress, and sufficient in quantity to fill a large bowl. 
Soon afterwards the pain commenced, which the patient described as 
typical labour pains. 

There is little that is suggestive in the uterine history. She is 
married, and has had three children—two boys and one girl. The 
youngest was born 23 years ago, and after the parturition there was 
some inflammation of the womb and bladder. 

On her admission, four hours after the accident, her temperature 
was 99°4°F.; her pulse, of good tension, numbered 120 beats per 
minute, and respirations 28. There were no symptoms of internal 
hemorrhage or collapse. The pains were very severe, and were 
“bearing down” in character; they came on at intervals of ten 
minutes, and their duration was about one minute. There was 
hemorrhage from the vagina, but it was only an oozing, and was not 
influenced by the pains. She was anesthetized by chloroform and a 
thorough examination made. There were no evidences whatever of 
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bruising or laceration of the external genitalia, but a wound was 
found in the cervix uteri, about three-quarters of an inch in length; 
it began low down on the posterior lip and extended upwards and 
backwards. There was no protrusion of the abdominal contents 
through this wound, but the passage of the uterine sound revealed 
the fact that it was in direct continuity with the abdominal cavity. 
Traction was made on the cervix uteri by volsellum forceps, and the 
edges of the wound were brought together by a catgut suture. The 
vagina was then swabbed dry, and packed with iodoform gauze. 

On the following day her temperature had risen to 100°4°F. The 
pains were still severe, though less frequent, and there was some 
distension of the abdomen. The vaginal packing was renewed daily, 
till November 22, when the stitch was removed. The packing was 
not re-introduced, but douching was practised twice daily. The 
temperature was still running in the febrile register at this time, 
but on November 23 and following days defervescence took place, and 
at the same time the pains diminished in frequency, and finally 
ceased. 

The patient made a rapid recovery, and on December 6 (18 days 
after the accident) she was dismissed—well. At that time the wound 
was quite healed; its site was marked by a little thickening of the 
posterior lip of the cervix. 

She reported herself on January 26 1910, and was then perfectly 
well. 

In an article published in this Journat in March 1907, I described 
a case of rupture of the vagina, which, in the absence of signs of 
bruising of the soft parts, and with a clear history of the occurrence, 
was believed to be a spontaneous rupture. The subject of this report 
is equally interesting, for, apart from the rarity of such an 
occurrence, there are two features of special importance. It would 
seem possible that the absence of bruising of the thigh, external 
genitalia and vagina would, in certain circumstances, be taken as 
presumptive evidence that the wounding instrument had been 
carefully introduced; and this might be used, in the absence of a 
definite history, as a differential point between criminal and accidental 
injuries. The clear history, the social condition of the patient—the 
wife of a respectable working man—and the production of the blood- 
stained rod, are satisfactory evidence that in this case the injury was 
purely accidental; and yet a careful examination under chloroform 
failed to reveal any other injury than the perforation of the cervix. 

Apart from the hemorrhage and some local tenderness, the 
prominent symptom was that of the rhythmic pains described as 
‘“Jabour pains,” and continuing for some days. This symptom has 
not been previously observed or reported within my purview, and may 
be of some importance to those interested in the physiology of labour, 
and the point of origin of uterine contractions. 
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In the absence of decided shock and signs of perforation of the 
bowel, it was not deemed advisable to explore the abdominal cavity, 
and the experience of the previous case (loc. cit.) of rupture of the 
vagina in which the bowel was returned into the pelvis appeared to 
warrant the course adopted, viz., that of suturing the opening in the 
cervix. The subsequent history showed that confidence to be well 
founded, and, although, the temperature remained somewhat high 
for over a week, and there was some tenderness in the lower abdomen, 
there never was any cause for anxiety, and the patient made a perfect 
recovery. 

It should be noted that on the day after admission the patient 
was placed in a sitting posture, and kept in that decubitus for ten 
days. It is obvious that the instrument which penetrated into the 
peritoneal cavity was not surgically clean, and that reliance was 
placed on the power of the pelvic viscera to cope with the septic 
invasion. It may be noted also that no drain was used, as in the 
earlier case, and that suture of the tear in the cervix was necessary to 
stop hemorrhage. It is difficult to estimate what length of the rod 
passed into the peritoneal cavity, for, although the measurements 
show that it was 7 inches longer than the distance from the floor to 
the anterior superior spine of the ileum, it is improbable that 
that amount of penetration occurred; the modifying factors would 
consist of the obliquity of direction of the rod, and the amount of 
upward displacement of the uterus before the cervical tissue gave 
way under the pressure of the blunt end of the rod. It is perfectly 
evident, however, in the absence of perforation of the bowel or even 
of intestinal hemorrhage, that that structure was uninjured. 

It is satisfactory to report the absence of complications and such 
sequele as might have arisen from the formation of adhesions. 
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Case of Antenatal Lobar Pneumonia.* 
By Atexanper Don, C.M., M.S., Dundee. 


Tue following case of acute lobar pneumonia detected soon after 
birth is so unusual and so interesting that it seems worth putting on 
record. 


The baby, a male, was born at full time. The mother had taken 
a dose of castor oil about 12 noon, and about 1 p.m. there was a 
slight brownish or rusty coloured discharge observed by the nurse, 
but no pains. The bowels moved at 3 p.m. Between 3 and 5 o’clock 
there were one or two pains and from 5 onwards the pains were 
rather frequent. At 8-30p.m. I saw the patient. She was com- 
plaining of feeling very tired. She was very nervous but otherwise 
everything was normal. As the os was fully dilated, the head being 
down on the perineum, I decided to give chloroform and assist 
labour. The membranes were unruptured, and the forceps was 
applied over them, the head being born without rupture of the 
membranes, which were then opened with scissors and the child 
delivered on a clean Gamgee sheet. This was about 9-30 p.m. The 
baby did not ery as usual, but, when slapped, coughed up a brownish 
mucous material. As this could not have come from the swallowing 
of discharges, I remarked to the nurse “ I wonder where that came 
from.” The child was not inclined to breathe, and was well rubbed 
and slapped, but still the cry was feeble. It was quickly washed 
and dressed, and put back to bed beside the mother. This would 
be about 10 p.m. About 12 midnight, the baby having slept quietly 
in the interval, the nurse lifted it up, and noticed that the breathing 
was laboured and that the child was blue in appearance. She rubbed 
the baby and gave it some hot water and whisky. There was no 
improvement and I was again called about 2a.m. and found the 
breathing laboured and apparently painful for the child whined 
with every respiration. 

On examination, the lower half of the left side of the chest was 
dull, and over it were heard moist crackling rales and pleuritic 
friction, extending forwards to the cardiac area. The pericardium 
did not seem to be affected. The rest of the chest was clear. The 
nurse told me that the child had coughed up some more brownish 
matter, which she showed me on a handkerchief. Fomentations were 


*Communicated to the Edinburgh Obstetrical Society. 
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applied and a simple expectorant mixture prescribed, but it could 
not swallow either medicine or nourishment. 

I saw it again at 9 next morning. It was still cyanosed, but 
seemed somewhat easier, though the chest symptoms were otherwise 
unchanged. I advised rubbing with mustard oil to help the 
breathing. Some more blood-stained mucus was brought up. The 
baby died at 5 the same afternoon. 

A swab of mucus, taken immediately after death by the nurse 
from the child’s mouth, was reported on by Professor Sutherland, of 
University College, Dundee, as follows: “Pneumococci are present 
in large numbers in cultures incubated over-night. There are, also, 
a few colonies of staphylococci. No streptococci are found.” 

As I could not find any record of a similar case in the literature 
at my disposal, I wrote Dr. Ballantyne of Edinburgh, giving him a 
short synopsis of the case, and he replied as follows: “Many thanks 
for sending me the very interesting record of what seems undoubtedly 
to have been an instance of antenatal pneumonia not septic in type. 
He also kindly made suggestions for further enquiries and suggested 
references. 

Particulars of interest in the case are as follows: The mother is 
37, is healthy and free from disease. The father is also healthy. 
No suspicion of syphilis. Mother has had 3 children, 2 girls alive 
and well, and 1 boy, the 3rd of the family, who died when 22 
months old of some obscure internal trouble. This boy was jaundiced 
for 2 months after birth and also suffered from a right congenital 
hernia, but after he was 7 months old he was quite healthy. His 
last illness lasted less than 48 hours. The 4th baby, the subject of 
this note, was also jaundiced at birth, though this was not apparent 
until daylight next day. The mother had suffered from what she 
called heartburn and bilious turns with vomiting during the 
pregnancy. The vomiting was especially severe after two motor 
rides, the one three months and the other 9 days before the birth. 
Four days before the child was born, the mother was rather upset 
by the younger girl falling out of bed, and before she could be got 
quietened and again asleep, the mother was very cold and shivery. 

Two days later, when in town, she again felt very tired and 
shivery, and her friends remarked that she was not looking well. 
She felt very little movement for 4 days before the birth, and 
suspected that everything was not right. She had no cough herself, 
and she was not at all ill, otherwise than that she always felt cold. 


So far as she knows, she had not been near any cases of pneumonia 
for some time. 


Several cases are recorded in Dr. Ballantyne’s “ Antenatal 


Pathology and Hygiene,” volume 1, page 221, where the child and 
mother both have suffered from pneumonia, but only 1 case in which 
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the pneumococcus was found in the peritoneal cavity, in the spleen and 
in the blood, and where the mother had apparently been perfectly 
healthy during her pregnancy. I am certain that the lungs in this 
case were not infected by the discharges during birth, and that it 
was the same rusty discharge which was coughed up when the baby 
first breathed that was sent for examination. 


A brownish vaginal discharge was noticed by the nurse on her 
arrival, small in amount, but this was not observed at the time of 


birth. The discharge was then of the usual bright red colour but 
not in great amount. 
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Coccygodynia. 

Leonarp W. Ety (Journ. Amer. Med. Assoc., 1910, Vol. liv, p. 968) has found 
that the ordinary treatment of this condition by palliative treatment, and even by 
resection, is highly unsatisfactory. He states that for years he has treated these 
cases by massage of the coccyx. The bone is held between the forefinger in the 
vagina and the thumb on the outside; it is then moved backwards and forwards, and 


the soft parts are moved about on the bone. Almost instantaneous improvement 
follows. C.N.L. 


Vaginal Septa from the Obstetrical Point of View. 

Savvace (Soc. Obst. de Gynec. et de Pad. de Paris, 1910, Vol. xii, p. 52).— 
The author bases his paper upon ten cases, and limits it to a consideration of those 
in which the vagina alone is divided longitudinally by a septum, the cavity of the 
uterus being intact. 

In all ten cases the septum was placed from before backwards, and divided the 
vagina into a right and a left portion, and, further, the two cavities communicated 
with one another above. Unless care is taken therefore on examination it may be 
thought that there are two cervices. 

The importance of such septa is considered under the following headings :— 

(a) Sterility. Vaginal septa may cause sterility by rendering intercourse 
impossible, or by permitting it in one-half of the vagina, while the cervix uteri is 
isolated in the other. 

(b) Presentation of Fetus. In 3 of the cases quoted the breech presented. But 
this frequency of breech presentation is in no way due to the septum, but probably 
to some uterine abnormality which not infrequently is associated with it. 

(c) Dilatation of the Cervix. When the highest portion of the septum is some 
distance from the cervix dilatation continues in the ordinary manner; when, however, 
the upper margin of the septum is not free at its centre, and is inserted by two 
prolongations to the anterior and posterior lips of the cervix and to the corresponding 
fornices, then dilatation is irregular, for the external os is incompletely subdivided 
into two portions. But whatever be the method of dilatation the time is not 
generally influenced. 


(d) Expulsion of the Foetus. During the period of expulsion it is exceptional for 
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the septum to offer any prolonged resistance to the descent of the foetus. In all cases 
in which section has not been practised the septum is spontaneously torn. The 
laceration usually commences in the anterior and upper part, and may be accompanied 
by a tear of the vaginal wall and serious hemorrhage. 

With regard to treatment, his views are :— 

Interfere never during pregnancy for fear of resulting cicatrization of the genital 
passage and risk of septic infection. 

Interfere exceptionally during period of dilatation of cervix. 

Cut through and ligature the septum as soon as dilatation is complete and the 
presenting part is forced against the obstruction. J.B. 


Vulvo-vaginal Thrombus after Intravenous Injection of Collargol. 

Potockt (Soc. Obst. de Gyn. et de Ped. de Paris, 1910, Vol. xii, p. 72) reports 
a case of vulvo-vaginal thrombus which did not form until 55 hours after labour, but 
which appeared within 48 hours of an intravenous injection of collargol for a raised 
temperature. There was no previous injury caused by the labour. 

The author further mentions that Coux, in 1909, recorded many cases of uterine 
hemorrhage and one case of hemiplegia after the use of collargol, and that Bennaire 
and Jeannin have reported three cases of uterine hemorrhage from the same cause. 

J. B. 


Myoma of the Rectum. 

Descogennres (Revue de Gynécologie et de Chirurgie Abdominale, January 1909).— 
Myomata of the rectum have been divided into two classes: being known as internal 
when the tumour projects into the lumen of the intestine, and external when growth 
occurs in the opposite direction. Lexer describes two varieties of the latter class: 
one in which the tumour is situated in the abdominal cavity, and a second in which 
the tumour is in the pelvis, altogether outside the abdomen. The author describes 
a third class, hitherto unknown, in which the growth is external, forming a tumour 
in the region of the anus. 

Brief notes of four cases previously published are given. 

The case recorded by the author is that of a strong, healthy multipara, aged 47, 
who for some years had noticed a sense of resistance during coitus, and for the 
last four years had perceived a small mass beneath the skin to the left of the 
anus, which had grown gradually until it was about the size of the foetal head. 
The patient was not constipated, had no pain on defecation and had never had 
hemorrhage from the rectum. The surface of the tumour was irregular; in places 
it was elastic, in others very hard. Neither palpation nor movement of the tumour 
caused any pain. 

The growth was removed without difficulty. Microscopical examination showed 
it to be a fibromyoma, which was in places undergoing hyaline degeneration. 

A.L.S. 


Menstrual Changes in the Condition of the Blood. 

A. Pétzt, Vienna (Wiener kl. Wehns., 1910, No. 7), has found remarkable changes 
in 10 healthy, or but slightly anemic individuals, out of 17 upon whom he made 
systematic examinations. Great fluctuations in the number of red corpuscles, in 
periodicity related to menstruation, so that the highest number of these cells (as 
much as 1,000,000 or 1,500,000 above the normal) was reached a few days before the 
bleeding, to be succeeded, also before the bleeding, and therefore not caused by it, 
by a serious diminution in the number. He discusses the relation of this phenomenon 
to Goodman’s wave theory of menstruation, and especially to the processes which 
occur in the ovary. J.J. M. 
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On the Coagulation of the Blood during Menstruation. 

G. Cristra and W. Denk, Vienna (Wiener ki. Wehns., 1910, No. 7), conclude 
that the body blood of menstruating women coagulates normally and contains a 
normal amount of calcium. But blood shed by the uterine mucosa (menstruation, 
ectopic gestation and other forms of metrorrhagia) is hardly ever coagulable, hardly 
ever forms clots. This incoagulability probably depends on the uterine mucous 
membrane being able to retain, or render ineffective, the fibrin ferment completely 
‘or partially developed. Clots do occur when the mucosa fails to do this, and 
coagulation is complete when blood, as in post-partum hemorrhage, is poured into 
the uterine cavity directly, without passing through the mucous membrane. J.J. M. 


The Diagnosis between Membranous Dysmenorrhea and Extra 
Uterine Pregnancy. 

Lepace (Soc. d’Obst. de Gyn. et de Pad. de Paris, 1910, Vol. xii, p. 79).—The 
author states that the diagnosis between these two conditions does not usually present 
any difficulty, but that, on the cther hand, difficulties may arise. In both cases a 
cast is passed from the uterine cavity and the signs of extrauterine pregnancy are not 
always apparent. 

The repeated passage of an uterine cast, the thinness of the membrane and an 
imperfect cast, are points in favour of membranous dysmenorrhea. <A short period 
of amenorrhea, the passage on a single occasion of the membrane, its greater 
thickness and its more perfect shape are points in favour of extrauterine pregnancy. 

In the author’s opinion membranous dysmenorrhea occurs more often among 
multipare, and the histological examination of the membrane does not always allow 
one to give a positive diagnosis. J.B. 


The Statics of the Uterus in Women and their Gynecological 
Results. 

L. M. Bossi, Genoa (Zentralb. 7. Gyn., 1910, No. 9), Geduces the occurrence of 
retroversion and prolapse of the puerperal uterus from the anthropologically ascer- 
tained fact that the original attitude of the human body was horizontal. He therefore 
recommends the support of a pessary from the tenth or twelfth day of childbed. 
Prolonged supine or sitting positions are to be avoided, and the woman should be 
advised to lie on one side or prone. During pregnancy the pressure of the uterus upon 
the ureters and renal vessels, and on the kidneys themselves often causes transitory 
albuminuria, and in such cases a prolonged prone position is of great service, as in a 
remarkable case Bossi refers to. J.J. M. 


Dysmenorrheea and Tuberculosis. 

E. GrAFENBERG, Kiel (J/uenchener m. Wochns., 1910, No. 10, S. 515), says that it 
would seem that, with the more exact research into the pathology of the genital 
system, more and more causes are being discovered for certain forms of dysmenorrhea. 
The mechanical theory as to its cause was to a great extent ousted by the absence of 
any obstruction in the cervical canal in some of the most severe cases. The so-called 
nervous or hysterical zxtiology of the affection proved no more satisfactory than the 
mechanical. Diepgen and Schréder sought to establish a relation between dysmenor- 
rhea and the general bodily development, and more recently much attention has been 
drawn to the frequency with which women, suffering from dysmenorrhea, suffer 
also in their general health, exhibiting symptoms of chlorosis, scrofula or commencing 
tuberculosis. At the same time, general maldevelopment is often associated with a 
hypoplasia of the genital organs to which many forms of dysmenorrhea have been 
attributed. 

The accidental observation that menstrual troubles were quite frequently relieved 
during the treatment of tuberculous women specifically with tuberculin, suggested 
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some connection between the anomalous menstruation and the tuberculosis. And 
Eisenstein and Hollds found this suggestion supported in a long series of diagnostic 


injections : 118 women with menstrual trouble reacted to the subcutaneous injection 
of tuberculin. 


These experiments as yet have not been repeated. Their value has been made 
evident, however, by the unfortunate results of treatment. In two instances fatal 
peritoneal tuberculosis was set up by the introduction of a laminaria tent to relieve 
dysmenorrhea, though the women were apparently free from tuberculosis elsewhere. 
In a third, intrauterine galvanization aroused a tuberculous salpingitis which necessi- 
tated repeated abdominal and vaginal operation : in a fourth (Hoehnes), the introduc- 


tion of Schatz’s metranoikter was in a few weeks followed by tuberculosis of the 
adnexa. 


These accidents led to the examination of all patients who came to the Kiel Klinik 
on account of dysmenorrhea, for any trace of its tuberculous origin. The general 
and local reaction was tried by diagnostic injections of tuberculin, and out of 
30 patients, 21 reacted with fever, while in 11, the general reaction was attended with 
a local exacerbation of the troubles for which the patients had come to the klinik. 
All the above cases with positive reaction had suffered from dysmenorrhea from 
the onset of their menstruation; they were cases of primary dysmenorrhea. All 
the cases of secondary dysmenorrhea gave a negative reaction, but in a surprisingly 
high proportion, the cases of primary dysmenorrhea gave a positive reaction. In 
27 cases of primary dysmenorrhea with positive tuberculin reaction, Eistenstein and 
Hollis found 21 manifestly affected with tuberculosis. It is only in primary 
dysmenorrhea that tuberculosis comes into question, as the reaction was negative in 
all the cases of secondary dysmenorrhea. 

From the diagnostic injections of tuberculin at the Kiel Klinik it seems that 
local reaction implies local tuberculous processes ; that is to say, that cases of primary 
dysmenorrhea with local reaction have a genital tuberculosis. All these cases had 
pronounced infantile hypoplastic genitals. In such, menstruation lights up inflamma- 
tory processes which at other times give no symptom; they are in fact analogous 
to the inflammatory dysmenorrhea, such as is well known to occur in inflammatory 
pelvic disease. The other cases of primary dysmenorrhea, which gave a general 
but no local reaction to tuberculin, were nearly all instances of infantile genitals in - 
individuals with latent tuberculosis; the hypoplasia being due to general tuberculous 
interference with nutrition during the years of development. 

No simple explanation of dysmenorrhea has been found, nor can be found until 
distinction is drawn between primary and secondary dysmenorrhea. For the 
secondary forms the current explanations may suffice, but in the etiology of the 
primary forms tuberculosis must be admitted as a more important factor than 
hitherto. 

The disasters above mentioned as following intrauterine measures in primary 
dysmenorrhea, show that no such measures should be undertaken without the 
preliminary diagnostic injection of tuberculin. Should this be followed not only by 
general but also by positive local reaction, no local interference should be attempted ; 
even a very slight operation may lead to the active propagation of a previously latent 
tuberculosis. Many operators have feared this, and lately Prochownik issued a 
warning against curettage of the uterus in cases of genital tuberculosis. 

Moreover, since the discovery of tubercle bacilli in the blood-stream of early 
cases, tuberculosis must be admitted to be a general infection, a bacteremia, and the 
tendency of a general infection to local action upon local interferences is well known. 

On the other hand, when there is only a general and no local reaction to the 
tuberculin, we need not hesitate to perform an operation on the cervix or in the 
uterine cavity. J.J. M. 
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Vaginal, Transperitoneal, Supravaginal Amputation and also 
Extirpation of the Uterus. 

Rieck, Altona (Monatsschr. f. Geb. u. Gyn., Band xxx, S. 724), in vaginal 
myomotomy, in order to shorten the opening of the abdominal cavity, recommends that 
after the uterus is turned over forwards and downwards, the vesical peritoneum 
should be stitched transversely to the posterior face of the cervix as far back as may 
be. After that is done the uterus can be excised from the cervix by a wedge-shaped 
incision, the cervical wounded surfaces stitched together, and the wound in the 
vagina closed, the stump being drained with a wick of iodoform gauze. He operates 
in a similar way in performing Schauta’s extended vaginal extirpation of the 
carcinomatous uterus; after ligature of the uterine vessels on both sides and drawing 
the uterus forward, he stitches the vesical peritoneum as deeply as possible to the 
peritoneum of Douglas’s pouch, and detaches the uterus at the line of suture. All 
the dissections, ligatures and stitches, as well as any accidental injuries of the bladder 
or ureters, if such there be, are outside the peritoneum. Subsequent hemorrhage is 
more easily controlled and peritoneal irritation is avoided. The procedure is 
technically simple, and its advantages and comparative freedom from danger make 
it preferable to the extended abdominal operation. J.J. M. 


The Utilisation of the Vagina as a means of Drainage after Total 
Hysterectomy. 

Cuaput (Revue de Gynécologie et de Chirurgie Abdominale, January 1910) 
considers that when vaginal drainage is indicated neither tube nor gauze wick should 
be employed, the vaginal orifice being merely covered with an aseptic pad. The 
presence of a tube in the vagina is apt to cause irritation; it allows the entrance 
of air and is liable to become blocked with coagula; moreover, the lumen of the tube 
can never be as large as the vagina. On the other hand, the vagina forms a perfect 
drain; secretions can escape from the orifice, and the entrance of air is prevented; 
owing to the smoothness of the vaginal wall and the presence of mucus it is unlikely 
to become blocked with clots. The author states that after total abdominal 
hysterectomy vaginal drainage is much more satisfactory than drainage through a 
tube ; it is simple and no foreign body is present. Vaginal drainage is indicated after 
abdominal or vaginal hysterectomy and in general peritonitis. A.L. S. 


On Omission Symptoms after Hysterectomy when one or both 
Ovaries have been left behind. 

Grorce Konstantinivis (I.D., Jena, 1909: Muenchener m. Wcehns., 1910, No. 9, 
S. 491), in a thesis reviewing 134 cases in the Jena Frauenklinik, finds that half the 
cases (67) exhibited more or less vasomotor trouble, one-third (48) disturbances of 
nutrition, and about one-seventh (18) psychical distress. Cases in which the adnexa 
on one side had been removed, were less favourable than simple hysterectomies. 
The appearance or disappearance of these disturbances seemed independent of the 
time, more or less, that had elapsed since the operation; on the other hand, the age 
of the patient did seem to exert a direct influence, in the sense that these omission 
symptoms occurred more frequently in the younger women. Impaired sight and 
hearing and epistaxis, were not uncommon. J.J. M. 


The Indications given by Bacteriological Investigations for Treat- 
ment of the Wound in Abdominal Operations for Uterine 
Cancer. 

W. Hannes (Zeitschr. f. Geb. u. Gyn., 1910, Ixvi, 1), writing from Kiistner’s 
Klinik at Breslau, summarizes the observations already made by various operators 
by means of bacteriological examinations made during operation. Liepmann, in 1907; 
(Verhandlg. der Deutschen Ges. f. Gyn., Dresden, 1907), reported that by his 
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“Dreitupferprobe” he could form a prognosis in all cases of operation where a pre- 
existing source of infection had to be reckoned with, and particularly in cases of 
uterine cancer operations. He concluded that the discovery of streptococci in 
the parametric tissues presaged with certainty a subsequent fatal sepsis. Liepmann 
(Berliner klin. Wochns., 1908, No. 22), in a later paper, showed the value of drainage 
of the peritoneum in such cases. In 30 undrained cases the mortality from sepsis 
was 36°6 per cent.; in 23 drained cases only 4°3 per cent. The author also records a 
drop in the mortality from sepsis, after the introduction of drainage of the 
pouch of Douglas per vaginam, from 30-40 per cent. to 21 per cent. 

The author uses small gauze swabs with which he thoroughly swabs the various 
areas on which observations are to be made. The swabs are then at once immersed 
in bouillon in bottles and placed in the incubator for forty-eight hours. Portions of 
glands and thrombi are transferred direct to bouillon. Usually the result could be 
ascertained within 24 hours, sometimes not for two days. He did not investigate 
the hemolytic properties of the cocci obtained, but merely compared the findings 
with the clinical course of the various cases. Details of two series of cases are given 
with the bacteriological findings and clinical course in each case. The author states 
that occasionally when his observations failed to show streptococci, but showed merely 
other cocci, subsequent “ bacteriological section” made by Kistner’s method (Berlin 
klin. Wochns., 1904, 42 and 43) proved death to be due to streptococcal infection. 

The main conclusion to be drawn from the observations is as to the value of double 
drainage, namely, by a wick of gauze from Douglas’s pouch per vaginam, and by a 
Mickulicz drain inserted into Douglas’s pouch through the lower end of the 
abdominal wound. The author does not think that any inference can be drawn as to 
prognosis in individual cases by such observations, because the future course of the 
case is decided and the prognosis formed clinically before the observations can be 
fully completed. R. W. J. 


Tumour Ascribed to a Third Ovary. 

Srepet (Monatsschr. f. Geb. u. Gyn., March, 1910) reported, at the November 
meeting of the Mittelrheinische Gesellschaft fiir Geburtshilfe und Gynakologie, a case 
of papillomatous tumour of the right broad ligament, which deserves to be recorded 
as fully as possible, since the author relies on the theory of a third ovary, which is 
quite probable, yet open to much doubt. The possibility of a third ovary in any 
subject is even more important to bear in mind than the nature of an ovarian tumour, 
as the chances of pregnancy after double ovariotomy or the explanation of such a 
condition in any case where it occurs must be taken into account. Sippel’s patient 
was a girl, aged 22; the abdomen was distended up to the ribs by a big cystic 
tumour, which when exposed proved to be a cystadenoma serosum papillare, the 
“papillomatous tumour” of British writers, as distinguished from the cystadenoma 
pseudomucinosum, our common glandular “multilocular ovarian tumour.” It lay 
entirely between the folds of the mesosalpinx ; the right Fallopian tube ran over its 
upper surface, whilst a thick and much elongated ovarian ligament ran under the 
tumour outwards to the right ovary, which was not continuous with the tumour, but 
separated from it by loose connective-tissue. Sippel publishes two diagrams showing 
the relations of the new growth to the normal structures. He declares, it should be 
noted that the parovarium could not have been the source of the tumour, as that 
structure lies external to the part of the mesosalpinx in which the tumour was found. 
He denies Pfannenstiel’s theory, which implies that the papillomatous cyst is 
necessarily parovarian. Sippel considers, on the contrary, that the “cystadenoma” 
of any type originates in the germinal epithelium of the ovary, and that therefore 
in his case the tumour must have developed in a tract of detached germinal 
epithelium lying between the folds of the mesosalpinx ; in other words, from a third 
ovary. 
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[An interesting case, which, however, is not quite convincing. It is possible that 
the cyst arose in a piece of detached ovarian tissue, since papillomatous cysts 
undoubtedly arise in many cases in the substance of the ovary. But the author does 
not state that he actually defined the parovarium lying external to the tumour. When 
broad ligament cysts of any kind grow large enough to distend the mesosalpinx the 
ovarian ligament is often stretched and the ovary pushed outwards, but that condition 
does not prove that the cyst might not have originated in the parovarium. Lastly, 
pathologists are still very undecided about the origin of papilloma of the broad 
ligament, some holding, like Kossmann, that it is Miillerian; whilst others, like 
Meyer and Cole, are inclined to consider that Coblenz was correct, and that it springs 
from Wolffian elements; that is to say, from the parovarium, including portions of the 
vertical tubes which invade the ovary, but none consider it to be, like the common 
multilocular cyst, essentially of ovarian origin.—fep.] A.D. 


The Frequency of Sarcoma of the Ovary. 

A. WermotiH (Zeitschr. f. Geb. u. Gyn., 1910, Ixvi, 1) has analyzed the cases in 
the German literature. He concludes that its frequency is about 5 per cent. of all 
ovarian tumours. It is relatively more frequent in children: nearly 6 per cent of 
Pfannenstiel’s cases were under ten years. The same operator found the greatest 
frequency to be between the years of 21 and 30. Zangemeister considers puberty and 
the climacteric to predispose to their development. Ovarian sarcomata are usually 
solid, and all varieties are found—spindle, round and mixed celled; also myosarcoma, 
chondro-osteosarcoma, myxosarcoma and melanosarcoma. They frequently are 
bilateral—in about 27 per cent. of cases. They are usually primary, and metastases 
in the uterus, tubes and other crgans are frequent. Ascites is a common concomitant, 
and complications, such as multiple adhesions, are also very common. R. W. J. 


The Relation of the Parovarium to Cyst Formation. 

Percivat Core (British Medical Journ., March 26 1910) publishes a study of the 
histology and anatomy of the parovarium based on investigations carried on at 
Birmingham University. His report is illustrated by several photomicrographs of the 
parovarium from subjects free from broad ligaments cysts. The horizontal tube often 
bears as its termination two or three blind dilated tubules known as Kobelt’s tubes. 
Towards the uterus, the horizontal tube fades away and can no longer be traced in 
the broad ligament. [The reporter, in dissecting the mesosalpinx in a long series 
of specimens, from 1877 to 1884, only succeeded in tracing a distinct Gartner’s duct, 
running inwards from the horizontal tube, in one instance. The preparation is 
preserved in the Museum of the College of Surgeons, and figured in the reporter’s 
Clinical and Pathological Observations on Tumours of the Ovary, etc.—Rep.] 
Cole finds that, in some cases, the outermost vertical tubule of the parovarium is so 
closely related to the ovarian fimbria of the Fallopian tube that the two appear to 
fuse. The parovarium is not like the thymus; it is hard to distinguish in the foetus, 
nor does it reach its highest development at puberty. Cole found the best examples 
in subjects between 40 and 53. Cysts of parovarian origin practically never occur 
before the age of 16. Cole traces the life history of the parovarium; its tubes are 
to a very great extent converted into sclid cords, but here and there retain a lumen 
surrounded by columnar epithelial cells. Photographs of these cells are included in 
the report; they are found as a rule loose in the lumen. Other photomicrographs 
show a transverse section of a parovarian tube completely obliterated, and a longi- 
tudinal section of another tube with slight dilatation of its canal: Cole turns to 
Kossmann’s theory, that broad ligament cysts are not of parovarian or Wolffian origin 
but arise from Miillerian elements, like the Fallopian tube. Meyer endeavoured to 
confute Kossmann’s theory. The small pedunculated cystic bodies which Kossmann 
insists in ranking as accessory Fallopian tubes frequently occur in that part of 
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the mesosalpinx in which the portion of the parovarium adjacent to the fimbriated 
extremity of the tube is wide and thick, sometimes ending in small cystic 
dilatations. These appendages may even be tufted. [Kossman was clearly too 
ready to take for granted that a tuft proved the Miillerian origin of an appendage 
of this type.—/ep.] Cole, on the other hand, admits that many broad ligament cysts 
do not arise from the parovarium, but from Miiller’s duct like the Fallopian tube. 
Handley (“On the Origin from Accessory Fallopian Tubes of Cysts of the Broad 
Ligament situated above the Fallopian Tube.” Journat, Vol. iv, 1903, p. 456) proved 
this fact from specimens in the College Museum, and Cole describes and figures a case 
of a well-developed accessory Fallopian tube in his own series. It is therefore 
reasonable to suppose, as Handley declared, that some cysts below the Fallopian tube 
are also of Millerian origin, but Cole’s researches tend to show that, as Coblenz, 
Bland-Sutton and the reporter believed, the typical broad ligament cyst is Wolffian, 
that is, parovarian. ; 

[More light on the histology of the hilum of the normal human ovary is 
demanded. Do the vertical tubules of the parovarium penetrate the hilum as a rule? 
Do these tubules occasionally pass into the parenchyma in Homo as in many of the 
lower mammals? Does the ovarian fimbria of the Fallopian tube with its epithelial 
elements normally penetrate the outer limits of the hilum? As Dr. Percival Cole 
has studied the parovarium, so should the hilum be studied. When we know more 
about the normal anatomy of that part of the ovary then, and not till then, shall 
we be fairly qualified to decide about the origin of papillomatous cysts of the hilum 
and the true nature of ovarian pregnancy which it has been suggested may represent 
nidification of an ovum in a tract of Miillerian tissue deep in the substance of the 
ovary.—?ep.] A.D. 


Extra-uterine Pregnancy. 

James L. Campsexy (Journ. Amer. Med. Assoc., 1910, Vol. liv., p. 875).—This case 
is of especial interest as the right tube and ovary had previously been removed. 
The ovum found lodgement and had developed in the uterine portion of the stump. 

The patient was 30 years of age, married ten years, and had had one child, 
24 years previously. The right Iallopian tube and ovary were removed six years ago. 
She continued to enjoy very good health until symptoms of a tubal gestation leading 
to rupture occurred. The abdomen was opened and the uterus and right broad - 
ligament were removed. There was a cavity the size of a small turkey’s egg at the 
right cornu extending into the uterine wall as deep as the mucous membrane and 
extending outwards between the folds of the broad ligament. It communicated with 
the cavity of the uterus by means of the orifice of the Fallopian tube. C.N.L. 


Case of Tubal Pregnancy presenting unusual features. 

Our (Soc. Obst. de Gynec. et de Ped. de Paris, 1910, Vol. xii, p. 69).—The case 
is reported on account of the difficulty in diagnosis. 

The patient, aged 22, had three months’ amenorrhea, being pregnant. For several 
weeks she had a blood-stained vaginal discharge, and, finally, was seized with an 
attack of abdominal pain, and passed a cast from the uterus. , 

The clinical history was therefore that of an extrauterine gestation. But in 
examination the uterus alone was apparently felt enlarged to size of three months’ 
pregnancy. 

At a later date the abdomen was opened. The uterus was found enveloped by a 
blood-cyst closely applied to its fundus and anterior wall. This cyst proved to be 
the left tube considerably distended, but intact and filled by a large blood-clot and 
by a mummified foetus of about 4 months. The close application and moulding of the 
cyst to the uterus accounted for the difficulty in separating the uterus clinically from 
the gestation sac. J.B. 
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Entopic Tinnitus perceivable objectively in pregnancy. 

Rosert L. Moore (Journ. Amer. Med. Assoc., 1910, Vol. liv, p. 969).—A lady, 
aged 30, when 7 months pregnant, began to suffer from a noise in the left ear, so 
persistent and annoying that sleep was greatly interfered with, and decided nervous 
symptoms appeared. Examination showed nothing abnormal in either the conducting 
or the perceiving mechanism. Any one within six inches of the patient’s ear could 
easily hear a fine chirping sound synchronous with the heart-beat. No other 
abnormality could be found. Drugs gave no relief, but as soon as the uterus emptied 
itself the tinnitus disappeared and never came back again. C.N.L. 


Hunter’s “ Free Martin” a Male. 


Berry Harr (Proc. Royal Soc. Edin., Vol. xxx, 1909-1910, p. 230) has prepared 
an important monograph, “The Structure of the Reproductive Organs in the Free- 
Martin, with a Theory of the Significance of the Abnormality.” The free-martin is 
a sterile twin with a potent bull for a brother. Spiegelberg and Hart, however, 
remind us that Numan, a veterinary authority, has reported instances where the 
organs of the male twin were incomplete, a fact important to bear in mind, 
especially as in these days a history of a free-martin, still not a very uncommon 
“monster,” can seldom be obtained. Animals are bought at large sales, whilst in 
Hunter’s days they were generally obtained from the farm with a_ history. 
Nevertheless, the brother of the free-martin is certainly, as a rule, a potent bull. 
The lower part of the genital tract of the free-martin resembles to the naked eye that 
of a cow and the upper part is defective. The free-martin is usually considered to 
be a cow sterile from incomplete development of its upper vaginal and uterine tract. 
Spiegelberg, who dissected a free-martin, rated it as a case of transverse hermaphro- 
ditism in a bull-calf, the upper part being male and the lower female in type. He also 
quoted Numan’s observation that multiple births are frequent in cattle and are to 
be considered, as far as the female is concerned, the most certain and constant cause 
of sterility; the more so as the condition of the sexual organs which causes the 
anomaly does not as yet seem to have been observed in simple born calves. In such 
cases, however, incomplete organs have been found in a male. Hart perceived that 
the sex might be too readily taken for granted. 

As Hunter’s own specimens are preserved in the Museum of the Royal College 
of Surgeons of England, Hart not only inspected the preparations, but examined the 
sexual glands microscopically, under the direction of Professor A. Keith, the 
Conservator. Although the specimens are about one hundred and forty years old 
they remain in perfect preservation, and the microscopical sections prepared last 
year, cut in celloidin and stained with logwood and eosin, show even the finer details 
in a recognizable manner. The results of a careful investigation of these sections 
is noted by Berry Hart in plain words. In all Hunter’s cases the sexual glands 
are testes and the adjacent structures represent epididymis, and in none are ova 
present. Therefore the free-martin, when the co-twin is a potent male, is a sterile 
male and not a sterile female, and thus the pair are identical male twins except in 
their genital tract and secondary sexual characters. 

Berry Hart then discusses the free-martin in terms of Mendelism. “The free- 
martin is, according to Mendelian phraseology, a pure or extracted recessive qué 
its genital determinants, and the potent twin a pure or extracted dominant, both 
of F’ in the Mendelian scheme. Occasionally, but very rarely, as in three of 
Numan’s cases, the recessive element is less complete.” In considering the view 
that the free-martin is hermaphrodite, Berry Hart remarks that the non-potent 
elements in the human genital tract vary in amount. Normally in the male we have 
only the prostatic utricle and hydatid testis (Miillerian), but occasionally we have 
the non-potent organs more extensive, producing a uterus and vagina in males. 
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They are described as tubular or transverse hermaphrodites. They are not herma- 
phrodites at all, as no organism is hermaphrodite if the sexual glands are similar. 
Such anomalies are due to an excessive amount of the non-potent elements; and as 
these are of the opposite sex type, they give rise to the idea of hermaphroditism. 
Free-martins thus are not hermaphrodite, and the term pseudo-hermaphrodite means 
nothing. A.D. 


Pyelonephritis Gravidarum. 

W. Kararra-Korsutr (Folia Urologica, Bd. iv, Heft 2), in discussing pyelo- 
nephritis gravidarum, fitly includes pyonephrosis, for the etiological connection is 
in many cases indubitable. Pregnancy is not very infrequently the causal factor 
in a hydronephrosis which may only too easily become a pyonephrosis. The infection, 
which is generally due to the B. coli, may occur by the ascending or descending 
(hematogenous way). The symptoms of pyonephrosis gravidarum, which on the 
whole is a comparatively rare form of disease, do not materially differ from those of 
the other forms of nephrosis. Since the prognosis for mother and child is un- 
favourable, the disease demands surgical treatment. Nephrotomy and primary 
nephrectomy, the operations to be considered, are well borne during pregnancy, but 
not so during childbed. The results are most favourable when the intervention 


is in the earliest stages of pregnancy, and, as a rule, the pregnancy is not 
interrupted. J.J. M. 


Pregnancy and Diabetes. 

H. Neumann, Potsdam (Zeitschrift f. kl. Medizin, Bd. 69, Heft 6), reports six 
personal observations of pregnancy associated with diabetes: in one the diabetes 
was severe, in another severe but intermittent; in a third it was further complicated 
by Basedow’s disease, but the other three cases were merely instances of alimentary 
glyccsuria from starch. None of the women had been excreting sugar before 
marriage; in two it was detected before the second conception, in the remaining 
four only during the pregnancy under consideration : one diabetic woman conceived 
twice, the others only once. The course of the disease, as in all cases, depended on 
the diet, by the strict regulation of which the severe case had been successfully 
converted into the intermittent form, and coma, impending in two others, had been 
averted. Any ill-effect on the disease was due to irregularity in diet, not to the 
pregnancy. Pregnancy, labour and childbed took a normal course in all cases, and 
all the children were well and fully-developed except one, which weighed only four 
pounds and was very feeble. Diabetes therefore is no indication for terminating 
pregnancy. Narcosis during labour is to be avoided, and the patients should remain 
in bed at least 14 days. No woman with diabetes or even hereditary disposition 
thereto, should be allowed to suckle her child. It may be said that while the associa- 
tion of pregnancy with diabetes is very uncommon, that association has no un- 
favourable effect upon either the pregnancy or the disease. J.J. M. 


Graviditas Extra Membranosa. 

B. Notxz, Riga (Zentralb. f. Gyn., 1910, No. 10), under the above title, under- 
stands the escape of the child through a slit in the membranes into the uterine 
cavity, an accident of which hydrorrhcea amnialis is an accompanying symptom, and 
of which the cause is generally supposed to be endometritis decidualis. He reports 
a case of the kind in a tertipara, aged 22, in whom the hydrorrhcea appeared at the 
end of the fifth month, and six weeks afterwards an immature child was born; it 
was alive, but lived only one hour. 


In this case the cause had been a puncture of the membranes made to induce 
miscarriage. J.J.M. 
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Early Rising after Labour. 

LeuMann, Dresden (M/uenchener m. Wcehns., 1910, No. 10, S. 549), reviewing the 
question of getting women out of bed soon after labour, points out that Kistner 
proposed this method ten years ago, and proved it to be free from danger in 1,000 
cases so treated successfully. In 1895 Kroenig reopened the question, and in the 
following year reported his favourable experience of the method to the Dresden 
Gynecological Congress. He had greatly extended the indications, and considered 
anemia, debility, heart affections, varices, existing or impending infection, all 
stringent reasons for patients to get up soon after labour; and Kiistner concurred in 
his views. At Cologne, in 1908, Werth and Kroenig reported on the subject, Werth 
with some reserve, especially in cases outside hospital care, but Kroenig 
enthusiastically in favour of the method. In the discussion, advocates and opponents 
were about equally matched. 


A circular letter from the Clinical and Therapeutical Weekly elicited 26 replies, 
of which only 7 were unconditionally in favour of early rising; 14 were decidedly 
opposed to it; 5 were reserved; active rest in bed was allowed by 6 opponents. 
No answer were received from Berlin, Freiburg, Tibingen, Kiel, Leipzig or Dresden. 
Active rest in bed means keeping in bed for from 7 to 12 days with permission 
to move or sit up in the bed from the first day. It seems probable that the old and 
new opinions will gradually compromise on this basis. 

Lehmann’s own view is that a healthy, strong, fever-free puerpera, who has been 
spontaneously delivered without injury, and is remaining under rigidly continuous 
medical control, may, if she feel well and strong enough, on her own wish, enjoy an 
earlier and more extended freedom of movement, and, after methodic exercises, 
sit up in bed on the second day, and on the third or fourth rest for a time in an 
armchair, so that on the seventh or eighth day she may be about six hours out of 
bed. The good effects of this conduct of childbed is proved by a more rapid 
restoration to normal health, more ease in emptying the bladder and bowel, and a 
remarkable sense of well-being. 


Lehmann sums up: (1) Presupposing medical control and obedience, absolute rest 
in bed for ten or more days is not essential for a healthy, strong puerpera; (2) 
systematic movements in bed should precede getting up; (8) such movements 
promote the involution of the genitals and hasten recovery. They do not cause any 
harm; (4) getting up is not to be confused with doing work, nor is it to shorten 
the convalescent care of childbed; (5) on this account early rising is not to be 
recommended to women of the working classes in their own homes. J.J.M. 


Manual Detachment of the Placenta. 

Perers, Vienna (Zentralb. f. Gyn., 1910, No. 7), in order to prevent the hand 
coming in contact with the vulva or vagina during the manual detachment of the 
placenta, advises the following procedure : After preliminary disinfection of the vagina 
with a 2 per cent. solution of lysoform, the external os is exposed by a speculum, 
and each lip being seized by a volsellum, the portio is drawn out of the vuiva; this 
can generally be done without an anesthetic. The hand, in an indiarubber glove, is 
then introduced into the uterus, and the placenta having been detached and removed, 
the cavity is washed out with hot 50 per cent. alcohol. Peters admits that the 
method is contraindicated in placenta previa on account of the danger of an 
embolism. J.J.M. 


Naumann, Brunswick (Deutsche m. Wehns., 1910, No. 8), in the manual detach- 
ment of the placenta, employs a funnel-shaped tube of linen cambric, in which the 
hand is inserted and so protected in its passage from the vulva to the uterus. 
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The Technique and Indications in Extra-peritoneal Czsarean 
Section. 

SrorcKEL, Marburg (Muenchener m. Wcehns., 1910, No. 9, S. 498) points out that 
though the results of the classical Cesarean section have been excellent, the 
indications for it are severely limited. It is not absolutely safe except in cases 
absolutely aseptic, and almost all obstetricians avoid performing it, not only in cases 
known to be infected, but also whenever there is any suspicion as to the genital canal 
not being germ-free, and confine it to parturients in whom the membranes are intact, 
or who are at all events known not to have been examined by any unreliable hands. 

The basis for this limitation is indubitably a well-founded apprehension of post- 
operative peritonitis, and if we are able to substitute an extraperitoneal method of 
operating, an important advance will have been made and the limited indications 
for Cesarean section may be extended. 

Of all the methods of exposing and opening the uterus extraperitoneally that 
devised by Latzko has, in Stoeckel’s experience, proved the most suitable: he has in 
every case been able to push the bladder and peritoneum to one side without 
injury, to expose the anterior face of the uterus freely down to the vagina, to extract 
the child through the uterine incision by forceps or version, and to express the 
placenta by Credé’s method. Five such operations have been performed in his 
klinik, one for eclampsia, four for contracted pelvis: all the children were born 
alive and all the mothers recovered without any complication, the wounds healing 
by primary intention. 

SToEcKEL insists that this addition to obstetric surgery must not lead to more 
frequent operation in contracted pelves: it should rather encourage us to wait for 
spontaneous delivery without any fear of letting the right moment for interference 
slip by. He instanced the case of a rachitic dwarf, about 4 ft. high, with a true 
conjugate of 8cm., who, a few days previously, had been spontaneously delivered, 
after a very short labour, of a child weighing 6lbs., and measuring 34cm. round the 
head. J.J. M. 


Autosection of the Abdomen during Pregnancy and Labour. 

Kurt von Sury (Korr.-Blatt. f. Sw. Aertze, xi, 4) reports the following two 
cases from Vienna :—(1) At term, in order to conceal childbirth, a woman made an 
incision through her abdominal walls and the posterior face of the uterus, delivered 
her child through the abdominal wound, which she stitched—and_ recovered. 
(2) Abdominal section during labour, sectio-Cesarea, as alleged to relieve her 
suffering, but seemingly after the autopsy to murder the child. Exitus. 

The author holds that as a rule the supposition of diminished responsibility 
during pregnancy and labour is not justified in women who are psychically intact. 

[For other cases see Goutp. “Anomalies and Curiosities of Medicine,” 1897, p. 131.] 

J.J.M. 


The Results of Renal Decapsulation in Eclampsia. 

Srorcken (Muenchener m. Wcehns., 1910, No. 9, S. 497) has performed decapsula- 
tion of the kidneys in two cases of severe puerperal eclampsia; both women 
recovered. Edebohl’s view that the resection of the fibrous capsule leads to the 
formation of anastomoses in the vessels between the fatty capsule and the parenchyma 
of the kidney which may result in the case of nephritis, he considers at all events 
unproved, but for that very reason the operation demands particular attention from 
obstetricians. It is now generally admitted that eclampsia is an intoxication, and 
that the source of the poison is the foetus or the placenta and, this being so, the 
accepted treatment of the disease during pregnancy or labour should be the prompt 
exclusion of the poisonous source; that is to say, the immediate induction or rapid 
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termination of labour. In hospital this can be done, but the private practitioner 
under some circumstances has to be contented with older methods (diaphoresis, 
venesection, etc.) which not infrequently are successful. The question of treatment 
is much more complicated when, as in the two cases mentioned, the eclampsia does 
not begin till after delivery and convulsions of increasing severity come on in 
rapid succession and finally end in coma. In such cases also our aim must be to 
remove the poison from the system, and for this the action of the kidneys is of 
especial, perhaps of decisive, importance. If renal insufficiency is evident from 
oligouria, Stoeckel considers decapsulation to be indicated. The question whether its 
effect is in relieving tension and so improving the circulation of blood in the 
parenchyma or in liberating the kidney from the cedema which is often present, or 
in both these ways, need not be considered, and when the result is favourable can 
hardly be decided, for it can always be said, and never denied, that the case might 
have recovered without decapsulation. To the operator tke indications must always 
be a matter for subjective consideration: on women already moribund operations 
can never be successful; if performed too soon they may sometimes be unnecessary. 
Stoeckel waits till he is convinced that the patients life is imperilled, and hardly 
hopes that precise indications can ever be laid down. The effect of the operation 
in each of his cases was that the secretion of the kidneys, which threatened to 
cease, at once became active and afterwards excessive, that in a few hours the high 
proportion of albumen was diminished to a great extent (6-7 to 0°5 per cent. Esbach) ; 
and while in the first case there was but one more slight convulsion, the other 
woman woke out of her coma without any further convulsion at all. 

Marnzer, Berlin (ibid., S. 499), in connection with a case of eclampsia with anuria 
occurring after delivery, and recovering after decapsulation, insists that the 
indication for the operation was simply the relief of the anuria. J.J. M. 


Pseudohermaphroditismus Femininus Externus. 

Kart Merxner, Vienna (Deutsche Zeitschrift f. Chirurgie, Band 102, Heft 2), 
reports upon the autopsy of a child, 85 months old, that, externally, had a normal 
penis with a somewhat flat and empty scrotum but, internally, in the pelvis entirely 
normal female genital organs (normal sexual glands normally developed), the internal 
sexual organs arising from the sexual ducts, but masculine formation of the external 
parts derived from the sinus urogenitalis. Meixner holds that in cases of doubtful 
sex laparotomy is indicated to decide the question. J.J. M. 
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REPORTS OF SOCIETIES. 


HARVEIAN SOCIETY OF LONDON. 
Meeting held March 3 1910, Dr. M. Hanprietp-Jones (President) in the Chair. 
Dr. G. F. Biacker read a paper on 


Tue TREATMENT OF Lasour IN ConTRACTED PELVES, wiTH SPECIAL REFERENCE TO THE 
JUSTIFIABILITY OF PuBIOTOMY.* 


Of recent years there has been a very remarkable revival of the operations 
performed for enlarging the pelvis, not only in Germany and in France, but also in 
America and to some extent in this country; and it is noteworthy that of these 
operations the one most in favour among German operators—viz., pubiotomy—has 
been performed in Scotland, in Ireland and in the provinces, but not, so far as I 
am aware, in London. This occurrence is not without precedent, and is an interesting 
example of the caution and conservatism for which the London school of obstetrics 
has always been noted. If, however, we are to continue to regard with disfavour 
these operations then we owe it as a duty to ourselves to state our position with 
clearness and to put on record the reasons which lead us to prefer other methods of 
dealing with cases of labour in contracted pelves. 

For the purpose of this paper I propose to consider contracted pelves in four 
classes, and to assume, in discussing their treatment, that in any given case the size 
of the child is that of a normal full-term baby. 

In the first class may be placed those pelves with a true conjugate of 27/, inches 
or less, in which it is impossible to deliver, with any degree of safety to the mother, 
either a living or a dead child through the natural passages. The consideration of 
this class need not detain us long. All such cases must be treated by abdominal 
section, by the classical Cesarean section as an operation of election before the onset 
of labour, or during labour when the condition of both the mother and the child is 
good; or by one or other of the modifications of Cesarean section, such as Porro’s 
operation, Czesarean section followed by hysterectomy, or the formation of Sellheim’s 
utero-abdominal fistula in cases where the patient shows obvious signs of septic 
infection. 

The second class will comprise pelves with a diameter of from 27/, to 3 inches; 
that is to say, those in which it is not to be expected that a living child can be 
delivered through the natural passages, but in which there will be, if necessary, no 
undue difficulty in delivering a mutilated child. Undoubtedly, in all such cases the 
ideal treatment is the performance of Cesarean section, either before labour or even 
during labour, provided that the condition of the mother and child is good, and that 
the life of the child has not been endangered by attempts at delivery. If the 
conditions are not suitable for Cesarean section, or the patient shows any signs of 
septic infection, then if the application of forceps or the performance of version has 
failed, the child should be delivered by craniotomy or embryotomy. The results 
obtained by the performance of Cesarean section as an operation of election at the 
present day—that is, before labour has commenced, or early in labour—in proper 


* A full report of this paper with bibliography will be found in the Zancet, 1910, 
vol. i, p. 778. 
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surroundings are so good, both as regards the mother and the child, that I think 
the indications for this operation, so far as we may accept the size of the pelvis as a 
guide, should be extended to pelves with a conjugate diameter of 37/, inches 
(8 to 8'5cm.). This has been acted on by a number of obstetricians, and of 
30 Cesarean sections recorded by Olshausen in no less than 20 the conjugata vera 
measured 8 cm. or more. 

For the sake of clearness I will consider next the fourth class of contracted pelves. 
or those with a conjugate diameter of 37/, inches or more, in which the spontaneous 
delivery of a living child at full term may be confidently expected. In this class of 
pelvis undoubtedly the best results, both to the mother and to the child, will follow 
spontaneous delivery. All such cases, therefore, should be allowed to go to full term 
and to deliver themselves naturally if they will do so, a sufficient length of time 
being allowed in the second stage for moulding of the head to occur and for the 
labour to be terminated without interference. 


Of 5,228 cases of contracted pelves among 49,397 births at Professor Schauta’s 
clinique spontaneous delivery occurred in 4,116, a percentage of 77°8, with a maternal 
mortality of 0°09 per cent., and a foetal mortality of 4:1 per cent., a result to the 
foetus better than that given by any method of treatment with the exception of 
Cesarean section, which, as I have already mentioned, was attended with a fetal 
mortality of only 1:7 per cent. Krénig has found that in pelves with a conjugate 
of from 85cm. to 9°5 cm. (8?/, inches-3*/, inches) 86°5 per cent. of the labours were 
terminated spontaneously without interference, or 94 per cent. with the assistance of 
forceps. One of the most important advantages of such spontaneous delivery, as 
Munro Kerr has pointed out, is the low foetal mortality. He quotes Boenninghausen as 
giving the foetal mortality for spontaneous delivery in generally contracted pelves as 
22 per cent., and for flat rachitic pelves as 2'7 per cent., while in artificially 
terminated labours the mortality was 41 per cent. for generally contracted pelves, 
and 47 per cent. for flat pelves. It is of the utmost importance that a sufficient length 
of time should be allowed in the second stage for moulding and engagement of the 
head to occur, for without doubt in many of these cases in the past, and even at the 
present day, unnecessary interference is carried out, and especially is this the case 
when an artificial limit is placed upon the length of the second stage of labour. 

I may pass on now to a consideration of the third class of pelves, namely, those 
with a conjugata vera of from 3 to 3°/, inches, the most important class of all, since 
it is with regard to the treatment of labour in pelves of this grade of contraction 
that the greatest difference of opinion exists. 


In dealing with these cases the majority of English obstetricians have hitherto 
relied upon the induction of premature labour, the performance of Cesarean section, 
the application of forceps to the head in or above the brim, the occasional performance 
of version mainly in cases where the forceps have failed to deliver or when the labour 
has been complicated ; for example, by prolapse of the cord or by a placenta previa, 
and as a last resource the performance of craniotomy or embryotomy on the dead or 
even on the living child. 

What is the change in our methods of treatment which at the present time we 
are asked to adopt? We are asked to abandon the application of forceps to the head 
when moveable above the brim, to give up the performance of version and the 
induction of premature labour, and are told, further, that the performance of 
craniotomy on the living child is almost a criminal procedure. In place of these 
operations we are recommended to practise symphysiotomy or pubiotomy, and by 
some teachers of obstetric medicine are further told that pubiotomy is a simple 
operation and one to be undertaken readily by the general practitioner. In view of 
these assertions it is necessary that we should consider our position seriously and 
make sure that the results upon which our treatment is based are such as will support 
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us in our contention that the methods we practice and teach are the best for our 
patients and for their babies. We are told that the results of the induction of 
premature labour are exceedingly bad, and that few premature children survive their 
first year of life. What are the facts as far as they can be ascertained ? 

First of all, with regard to the maternal mortality. It may be said without fear 
of contradiction that after the induction of premature labour it will not exceed from 
0°3 to 0°5 per cent. if it be practised in the proper manner and in suitable surroundings. 

Of 41 women admitted to University College Hospital during the years 1897-1908 
with contracted pelves treated by the induction of premature labour on 93 occasions, 
64 children were born alive and 29 were born dead, a foetal mortality of 31 per cent. 
To the same patients 27 children were born spontaneously, with 13 deaths, a mortality 
of 48 per cent., and 67 children were delivered by forceps or after craniotomy, with 
41 deaths, a deathrate of 60 per cent. In 11 of these patients the conjugata vera 
measured 34 inches or less, and in these 10 of 21 children born after the induction of 
premature labour were still-born, a foetal mortality of 50 per cent. In 18 women 
with a conjugate diameter measuring between 34 and 33 inches, 52 children were born 
after the induction of premature labour, with 13 deaths, a foetal mortality of 25 per 
cent. Some of these inductions were performed in other hospitals, some at the 
patients’ own homes in the extern maternity department of University College 
Hospital, and the remainder in the hospital itself. 

Of 81 cases of induction of premature labour carried out in the hospital during the 
years 1894-1907 inclusive, 61 children left the hospital alive on the fourteenth day, 
and 21 died, a foetal mortality of 25°8 per cent. In only one of these cases was 
labour induced after the thirty-seventh week. 

But while the induction of premature labour is an operation practically without 
danger to the mother, although not entirely so, as Leopold’s figures of 84 cases with 
one maternal death from acute anemia show, the results as regards the children 
are far otherwise. The fetal mortality after the induction of premature labour, 
when the conjugate diameter measures less than 37/, inches, is high as from 25 to 
30 per cent. Thus Bar, with a conjugate of from 3'/, to 37/, inches (8 to 8'5cm.), 
reports a mortality of 31°5 per cent., Leopold, for the same measurements, one of 
25 per cent., and Munro Kerr, with a conjugate of 3'/, inches, one of 33 per cent. 

If we consider only pelves with a conjugate diameter above 3*/, inches, Bar’s 
results are more encouraging. For pelves with a conjugate of from 8 to 9cm. 
(from 3'/, to 3°/, inches) Bar records a mortality of only 12 per cent., and in pelves 
with a conjugate above 3°/, one of only 86 per cent. In von Sarwey’s cases the 
immediate foetal mortality amounted to 21°7 per cent., and the late mortality, 
including the children who died before leaving the hospital, to 37°2 per cent. The 
conclusion to be drawn, from our figures at any rate, is that with a conjugate diameter 
measuring less than from 3*/, to 3°/, inches the induction of premature labour will 
involve a foetal mortality of at least from 20 to 30 per cent. 

By those writers who object to the induction of premature labour it is often 
said that an excessive number of premature children, even if they leave the hospital 
well, die within the first year of life. The results recorded by Lorey, Leopold and 
others do not, however, bear out this statement. 

Also induction of premature labour leads to a great saving of foetal life when 
contrasted with labour at full term in the same patients. 

In view of the fact that the immediate maternal mortality of the induction of 
premature labour is not more than about 0°5 per cent., and, more important still, 
that the after-effects of the operation are uniformly good, the patient recovering more 
quickly if anything than after a normal labour at full term, the main drawback to 
this procedure is the foetal mortality which, even if the operation is undertaken only 
with a conjugate of 3°/, inches, will amount to at least 25 to 30 per cent. The 
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treatment recommended in pelves of this class at the present by most obstetric 
physicians in this country, and certainly by the majority of London teachers if the 
patient is seen during pregnancy, would be the performance of Cesarean section when 
the conjugate diameter is below 3°/, inches, and the induction of premature labour 
at a time to be determined by the relation between the size of the head and that of 
the pelvis when the conjugate is 3*/, inches or more. What is the alternate mode of 
treatment we are at present asked to adopt? It is to allow the patient to go to full 
term and to practice pubiotomy in the second stage of labour if the head does not 
engage in the brim or if one or two attempts to deliver with forceps fail. 


In order to come to a decision upon this point it is necessary to consider the 
results obtained for the mother and the child by the practice of pubiotomy, as 
compared with the alternative procedures. I propose to confine my remarks to 
pubiotomy, because with regard to the difficulty of performing the two operations of 
symphysiotomy and pubiotomy there is but little to choose, and because I agree with 
Jeannin and Cathale in considering pubiotomy the better operation of the two for the 
following reasons. While it gives the same immediate increase in the size of the 
pelvis and the same advantages, if any, as concerns future confinements, it does not 
necessitate the opening up of a joint, it entails less chance of the occurrence of 
immediate or remote complications, and both the maternal and foetal mortality are 
less than that of symphysiotomy. The immediate and remote accidents of the two 
operations are both less frequent and less severe after pubiotomy. Finally, in 
comparing the two procedures, Bar estimates the mortality, both maternal and fcetal, 
as distinctly greater after pubiotomy than after symphysiotomy, and in these 
conclusions he is supported by the majority of writers on the subject. In a series of 
148 cases operated upon by Bumm, Leopold and Birger there was only one maternal 
death, a death-rate of 0°7 per cent., but it must be remembered that this represents: 
the best results which have been obtained ; and the mortality in 294 cases collected by 
Déderlein was 5°9 per cent., so that it is unlikely that in large numbers of cases, even 
in the best conditions, the mortality will be much less than 2 to 3 per cent. The 
mortality to the children is about 7 per cent.; thus of Leopold’s 60 cases, 4 of the 
children, or 6°6 per cent., died; and in 225 cases collected by Déderlein the foetal 
death-rate was also 6°6 per cent. 


While, however, it is true that the immediate maternal mortality is small, yet the 
possible sequele of the operation are both numerous and serious, and the maternal 
morbidity amounts to from 40 to 60 per cent. of all cases. The most important of 
the ill-effects from this operation are as follows :—Hzmorrhage as a general rule is 
not excessive. Thus Kroemer met with serious hemorrhage in only 3 per cent. of his: 
cases, and v. Rosthorn has recorded a fatal case. The formation of thrombi is not 
uncommon. Tandler observed them in 7 of 19 cases. The most important and the 
most serious, however, of all the lesions are tears of the vulva and vagina. The 
occurrence of these tears depends mainly upon two factors : the condition of the soft 
parts, and especially the presence of considerable rigidity, hence their frequency in 
primipare, and the manner in which the labour is terminated. Whenever possible 
this should be allowed to occur spontaneously. Kroemer records 22 tears in Bumm’s. 
53 cases. Of these three followed spontaneous delivery and 19 artificial delivery. 
That they are not a necessary accompaniment of pubiotomy, even in primipare, is 
shown by the experience of Whitridge Williams, who in 13 cases, including 
9 primipare, saw only one bad vaginal tear. He attributed his immunity to the plan 
followed in his cases of carrying out manual dilatation of the vulva and vagina before 
the operation is performed. The great danger of such tears consists in the fact that 
they may convert the section of the bone into a compound fracture. Injuries to the 
bladder constitute another grave accident which is far from being uncommon; in 
200 cases it occurred 27 times, or in 18 per cent. These lesions can be caused either 
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by tearing of the tissues or by injury inflicted by the needle. Of 19 lesions of this 
kind 12 were due to the first cause, and 7 to the second. For this reason the 
operation, as performed by Déderlein, in which such an accident is easier to avoid, 
appears to be preferable to the strictly subcutaneous method of Bumm. Further 
than this, by free separation of the bladder from the back of the pubes the risk of 
tearing the former is considerably lessened. Such lesions of the urinary organs are 
likely to be followed by infiltration of urine or the formation of vesico-vaginal fistulz. 
Infection of the wound is the rule rather than the exception, and occurs in at least 
half the cases, the morbidity varying from 40 to 60 per cent. Septic phlebitis is 
naturally a not uncommon complication. The remote sequele are not of so much 
importance. 

With regard to the methods commonly employed in preference to pubiotomy, the 
application of high forceps to the head when it is above the brim and not engaged is 
an operation attended with a high fcetal mortality and with some danger to the 
mother. Of 147 cases of high forceps recorded by Schauta two of the mothers died, 
a maternal mortality of 1°3 per cent., and 57 of the children, a foetal mortality of 
38°7 per cent. Munro Kerr points out how markedly the danger to the fetus 
increases with the increase in the degree of pelvic contraction; for example, with a 
conjugata vera down to and including 3 inches the feetal mortality is 10 per cent., 
with one of 34 inches, 25 per cent., and with one of 3 inches, 40 per cent. 

If it is not possible to deliver the child by forceps or by the performance of version, 
and we do not practice pubiotomy, we are left with the alternative of Cesarean 
section late in labour or of craniotomy on the dead or even on the living child. The 
operation of craniotomy or embryotomy in all but the most extreme degrees of pelvic 
contraction should be attended with no maternal mortality, but in many cases these 
operations are only undertaken as a last resource in the case of patients upon whom 
many attempts have been made to effect delivery and who not infrequently already 
show signs of commencing septic infection. For these reasons the operation is 
associated with a certain mortality. In 22 cases of craniotomy performed in 
contracted pelvis I have had two maternal deaths, a mortality of 9 per cent., one 
from rupture of the uterus, and the other from shock in a patient who had been 
many hours in labour and upon whom many attempts had been made to effect 
delivery before her admission to the hospital. In 63 operations performed by 
Munro Kerr or his assistants there were eight deaths, a mortality of 12°6 per cent. 
Schauta records 82 operations on the dead child, with a mortality of 6 per cent., 
and 76 operations on the living child, with a maternal mortality of 1°3 per cent. 

We have seen that the risk to the mother of Cesarean section performed as an 
operation of election before the onset of labour may be estimated as from 2 to 3 per 
cent., and that from 95 to 98 per cent. of the children are born alive. What is the 
risk of Cesarean section when performed late in the second stage of labour some time 
after the rupture of the membranes? This is a question for an answer to which the 
data are not very numerous, but it would appear that the dangers of Cesarean 
section performed late in the second stage of labour, even with the membranes 
ruptured, provided that the patient presents no signs of infection, have been 
exaggerated. The danger of a Cesarean section when the patient presents any signs of 
septic infection is very great, and such a condition is an absolute contraindication to the 
performance of the classical operation. In these cases the operation should be 
combined with removal of the uterus, or a Porro-Cesarean section should be per- 
formed. It is in this class of case that the suggestion has been made to practice 
extraperitoneal Cesarean section, but while infection of the cellular tissue is not 
likely to be so dangerous as infection of the peritoneum, yet it may lead to very 
severe risk to the patient’s life. For this reason Sellheim has suggested in certain 
infected cases the formation of a utero-abdominal fistula. 
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Now that we have considered shortly the prognosis of the various operations 
which can be performed in cases of contracted pelvis we are in a position to compare 
the new methods practised and supported by the high authority of Bumm, Leopold 
and Déderlein with the procedures commonly adopted by English obstetricians. 

In flat pelves with a conjugate diameter of from 3 inches to 3*/, inches, for 
Cesarean section at the end of pregnancy (with a maternal mortality of from 2 to 
3 per cent. and a foetal mortality of from 2 to 4 per cent.), or for the induction of 
premature labour (with a maternal mortality of 0°5 per cent., and if it is practised 
in pelves with a conjugate less than 3°/, inches according to our results a foetal 
mortality of at least 25 per cent.), we are asked to substitute pubiotomy (with a 
maternal mortality of about 2 per cent., a morbidity of from 40 to 60 per cent., and a 
foetal mortality of 7 per cent.). 

As compared with Cesarean section performed before the onset of labour, or early 
in labour, pubiotomy presents no advantages either to the mother or to the child. 
When we compare it, however, with the induction of premature labour the question is 
more difficult; the immediate danger of pubiotomy is certainly greater than that of 
the induction of premature labour, and pubiotomy is likely to be attended or 
followed by a number of serious complications which are entirely wanting after the 
induction of premature labour. On the other hand, pubiotomy has a foetal mortality 
of not more than 7 per cent., while the induction of premature labcur in pelves with 
a conjugate less than from 38*/, to 3°/, inches is likely to be followed by a foetal 
death-rate of at least 25 per cent. What, then, is to be our choice in the matter? 
Are we ever to expose the mother to the increased risk of pubiotomy for the sake of 
the lessened foetal mortality ? 

I would submit that the right solution of the problem is this. In any case in 
which it is considered inadvisable to perform Cesarean section, or in which this 
operation is rejected by the patient, and in which the induction of premature labour 
has been followed by the birth of a still-born child on one or more occasions, the 
patient may be allowed to go to full term, and, if necessary, pubiotomy may then be 
performed. An additional advantage of this plan of treatment would be that in 
many cases the necessity for pubiotomy would not arise, since spontaneous delivery 
might occur, a result which, as we have seen, is attended with the minimum of risk 
to both the mother and the child. It must be remembered that, although it is quite 
true that in the average pregnant woman the operation of Cesarean section is an easy 
and safe one, yet pregnancy does occur from time to time in women in whom any 
abdominal section would be an extremely dangerous operation, and such a patient 
might, if it were necessary, prefer pubiotomy to the destruction of her living child. 

If the patient is in labour when seen and the head fails to engage or is arrested at 
the brim, then, if moderate traction with high forceps fails, in place of the forcible 
delivery with forceps of the head through the brim (an operation which entails a 
foetal mortality of at least 40 per cent.) or the performance of version (which entails 
even a higher foetal mortality) Casarean section should be performed; while if the 
case is considered unsuitable for the performance of late Cesarean section, then 
pubiotomy certainly may be substituted for craniotomy of the living child. 
Pubiotomy should, however, only be practised if it is certain that the child’s life has 
not been in any way imperilled, and in view of the serious complications which may 
follow it is not an operation suitable for private practice, and should only be 
performed in such surroundings as obtain in a hospital. 


Dr. CHampneys, opening the discussion at the President’s request, said that the 
risk to the mother dominated the practice of midwifery, and that the child’s life 
could in no case be balanced against it. From the point of view of sentiment this 
was plainly the case. Who could compare the loss of the mother of a family with 
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that of a foetus? But, quite apart from sentiment, this was true from the point of 
view of dry civic value. A dead foetus was in most cases easily replaced by a living 
one, whereas the loss of a woman who had survived childhood and youth and was 
now discharging the invaluable duties of motherhood was a very serious loss indeed. 
In this connection he believed that the estimation of the relative value of the mother’s 
life was higher in England than elsewhere. 

As regarded the greater part of Dr. Blacker’s paper, he was in agreement with 
him. Cesarean section was a fine operation, increasingly successful, and consequently 
capable of judicious extension. Its risks were slight to the mother, very slight to 
the child, and its after-effects were nil. Could the same be said of pubiotomy? 
The results were said to be excellent, but there was a considerable mortality both 
of mother and child, and the after-effects (incontinence of urine, lacerations, etc.) 
were not only frequent, but were of a very distressing kind. Now pubiotomy only 
concerned pelves of very slight contraction, pelves in which the mother could be 
delivered without any risk at all, either by perforation or by induction. (Perforation 
involved no risk to the mother; the “mortality of craniotomy” was really a 
misnomer ; the mortality depended not on craniotomy, but on the conditions requiring 
craniotomy. Thus it was found that the “mortality of craniotomy” was higher in 
small than in great contractions, because in small contractions men were tempted to 
try forceps, whereas in great contractions they recognized that delivery of a living 
child by forceps was impossible.) 

The question arose, if the mother could be delivered without risk why risk her 
life at all? In his opinion there was no satisfactory answer. Exceptional cases 
might arise in which a mother might urge that her safety should be risked for the 
sake of a living child. Such a request should be carefully weighed, and, if granted, 
the choice of an operation should be considered. But in no case would his advice be 
pubiotomy. Indeed, the more he thought of it the less he liked it. 

As regarded the statistics of pubiotomy, there was a point which he would urge 
strongly. Midwifery can never be a matter solely for specialists; confinements were 
going on all over the country, and our teaching ought to bear this in mind. To 
decry induction, and to say that perforation of a living child was never justifiable 
was to lay a heavy burden on the profession; to add to this a recommendation of 
pubiotomy would certainly be to court disaster. The real comparison between 
pubiotomy and Cesarean section was not between the results of gilt-edged cliniques 
but between the results in the country generally. Cesarean section was an easy 
operation and a clean operation, which could be performed in case of necessity by 
any surgeon who had mastered aseptic methods. He could not say the same of 
pubiotomy, which he regarded as a horrid operation. The great vogue of pubiotomy 
depended partly on the surgical interest in overcoming difficulties; and the natural 
satisfaction of the surgeon in the success of a serious operation was apt to mask the 
question of unnecessary risk. Why should the mother’s life be risked at all? 
This movement had gathered strength abroad, and, though he was the last person 
to decry foreign work, he thought that what Dr. Blacker had called “the caution 
and conservatism of London” was not a bad thing, and that all new proceedings 
ought to be carefully and coolly considered. Of course, England had made all 
abdominal surgery possible. Where would it have been, for example, without Lister 
and Spencer Wells? No greater obstetricians than the English had been produced ; 
he need only allude to such names as Smellie, Denman, Rigby and, lately, Matthews 
Duncan. So that England was not a country which depended for all initiative on 
foreign work, though it was cosmopolitan. But all change was not progress. 

There were some questions which he would like answered. How many pubiotomies 
had been performed in private upon patients in comfortable circumstances who knew 
what was going to be done to them? Everyone knew the trustfulness of the poor in 
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hospitals. You told a woman that she would have to have a serious operation, and 
she answered: ‘“ Whatever you think right, sir.” In private, patients and their 
friends wanted to know all about the operations proposed, and he doubted whether 
many would consent to pubiotomy. Certainly he would not dream of consenting to 
its performance on anyone belonging to him, and he asked those present whether 
any of them would allow it to be done to his wife. 

Certain axioms had been propounded as representing the most enlightened 
opinion at the present time. Of these he would mention one or two :— 

1. “Induction of premature labour is never advisable.” This he entirely denied. 
Induction was a good operation, in spite of the considerable infant mortality, and he 
proposed to continue to risk it. Its great claim was that it was practically free 
from risk to the mother, and that it produced a fair number of satisfactory children. 

2. “Perforation is not permissible unless the child is dead.” This he also denied. 
Take the case of a pelvis in question—the head unable to engage, the child alive, 
and attempts to deliver with forceps having been made under conditions which made 
infection probable. Here Cesarean section was barred ex-hypothesi. Pubiotomy 
ought also to be barred. Perforation of the living child in the interests of the 
mother, and induction on subsequent occasions was the right procedure. 

Take the same case, but conditions presumably aseptic. Here the operation to be 
recommended was Cesarean section. But if this were refused (and if so pubiotomy 
would probably be refused a fortiori) the same treatment as above. 

Take the same pelvis, but several unsuccessful inductions. Here Cesarean section 
was the proper operation, and should be strongly recommended. For the patient 
who valued, or whose husband valued, her life above all things, and who declined 
Cesarean section, perforation and induction. For the patient who was willing, or 
whose husband was willing, to take a small risk for the sake of a living and 
satisfactory child, Cesarean section. 

He had promised, on a recent occasion, to consider the question carefully. He 
had done so, and he had come to the conclusion that his former opinions were 
correct, and that there was no place for pubiotomy or symphysiotomy. The mother’s 
life is more valuable than that of many fcetuses. 

Dr. Herman looked for improvement in the mortality and morbidity of childbirth 
mainly to the improvement of Cesarean section. The mortality attending this 
operation in 1904 was 8 per cent., but he saw no reason why it should not be reduced 
far below this. Cesarean section stood alone among abdominal operations in this 
respect, that all the structures dealt with were healthy and normal. The operator 
who had to remove a tumour might find difficulties from its vascular supply, from 
adhesions, from displacement of structures. But in Cesarean section nothing of this 
kind existed. Everything could be foreseen, and every danger prevented. There 
ought to be no mortality. He had no doubt that when the generation of doctors 
that had not been trained in Listerian principles had passed away and been replaced 
by men to whom the routine procuring of asepsis was like a religious ritual, Cesarean 
section would become a mode of delivery as safe as natural labour now was. 
Cesarean section, as a treatment of difficult labour, stood alone in this, that it 
abolished every kind of mechanical difficulty. He did not agree with Dr. Blacker in 
thinking that symphysiotomy was about equal to pubiotomy in difficulty. Sub- 
cutaneous symphysiotomy was one of the simplest and easiest operations: it only 
required a small tenotomy knife, and could be finished in a few seconds: Pubiotomy 
seemed to him to be a difficult and tedious operation. He had never done it, or seen 
it done, and at present did not intend to do so. The real objection to both operations 
was not in the dividing the bone or the joint, but in the injuries to the soft parts 
involved in the separation of the bones after division : injuries which the operator 
could not contro]. He thought Dr. Blacker gave away the case for pubiotomy when 
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he said that it ought only to be performed in hospitals. What was the use of 
a treatment that could not be employed in ordinary private practice? Lastly, he 
should have liked to hear more stress laid upon methods of ascertaining the size of 
the child during pregnancy, for he thought that was as important as pelvimetry. 


Dr. W. S. A. GrirritH agreed with Dr. Blacker in the most important points that 
he had raised, but he could not help feeling that this plan for discussing the 
management of labours in cases of contracted pelvis, assuming an average sized foetus 
and relying on the supposed accuracy of pelvic measurements was too artificial to 
guide the practitioner in his management of these cases. In his opinion the only 
accurate measurement was by introducing the hand after the birth of the child; and 
the variations in the size of the child’s head, its mouldability and its entry into the 
pelvis in a favourable position, as well as the power of the uterine contractions, 
determined the result as much as the degree of contraction when not extreme. The 
estimation of the degree of contraction needed a practised hand, and could not be 
done with reliable accuracy by the practitioner who had not frequent opportunities 
of practice. The uncertainty also of the estimation of the exact duration of 
pregnancy often led to failure, induction being practised too early or too late in 
consequence. He still believed that the date of induction was best determined by 
watching the spontaneous entry of the head into the pelvic brim, the patient being 
placed in a semi-recumbent position. The measurement of the pelvis was valuable as 
a guide to experts, and in extreme cases of contraction determined the treatment. 
He had personally lost no case after Cesarean section in a considerable number 
performed for pelvic contraction. His fatal cases were in one case of cancer and 
one of sloughing fibroids. 

He agreed with Dr. Blacker that the duration of the second stage of labour in 
these cases cannot be fixed by an artificial time-limit, only by watching the progress 
and the effect on mother and child. 

Dr. Hersert Spencer said that, with regard to statistics, it was important that 
figures obtained under similar conditions should be compared, and that the individual 
features of the cases should be noted before coming to the conclusion that the death 


of the child was due to the induction, and not to the method or time of induction or 
to special featrures of the case. 


For University College Hospital (In-patient Department) the records of induction 
of premature labour were published in the Surgical Registrar’s Reports for the 
fourteen years 1894 to 1904 inclusive. They show 81 cases, with 61 living children; 
but for the last five years of that period 33 cases, with 4 fatal deaths, cr only a 
fraction over 12 per cent. foetal mortality, and no maternal mortality (in the whole 
series). Whether the child grew up depended largely upon the care with which 
it was looked after by its mother. He had induced labour in a woman six times, and 
she had as a result five healthy living children. In a patient, who left the hospital 
a couple of days ago, the first pregnancy was terminated by craniotomy; the other 
three labours had been induced. Im the last of these he discovered twins, and 
therefore postponed induction to the 37th week. This patient had as a consequence 
of these three inductions four living children. Next week he would induce labour in 
a lady with a 3} inch conjugate, who had two of the healthiest children he ever saw, 
both induced at the 35th week. He regarded individual cases of this kind where 
the conditions, the desire for children and the maternal care as being of more 
importance in deciding the real value of induction of premature labour than any 
amount of statistics in which this important information was not forthcoming. 

With regard to Dr. Blacker’s grades of contraction, he did not like his fractions, 
as the pelvic measurements were usually given (more conveniently he thought) to a 
quarter of an inch, and he thought Dr. Blacker placed the size of elective Cesarean 
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section (37/, in.) a little too high, thereby excluding some cases which were eminently 
suitable for induction of premature labour. 

Eighteen years ago he had induced labour at the 35th week in a pelvis which 
measured 3 inches in the true conjugate; the child, which weighed over 5 lbs. at 
birth, has grown into a healthy girl. He had the mother’s pelvis in his possession, 
the patient having succumbed to an extended operation for cancer, and the measure- 
ments obtained by introducing the hand into the pelvic brim after a delivery previous 
to the induction were absolutely confirmed by measurement of the bony pelvis. 
He offered this as a contribution to the subject of induction of labour for contracted 
pelvis and as a reason why he thought Dr. Blacker had fixed too high a limit for the 
indication for Cesarean section. He said this because there was at the present time 
abroad a tendency to extend Cesarean section still further than Dr. Blacker had 
done on account of its immediate safety to the mother regardless of the fact that 
there was no risks from the abdominal and uterine scars and from adhesions following 
Cesarean section from which the mothers were quite free after induction of 
premature labour. 

With regard to pubiotomy, when we consider the frequency of injuries to the 
bladder and urethra (i¥ per cent.), or hernia through the pubiotomy scar (7°5 per 
cent.), the interference with locomotion (13 per cent.), and the mortality to mother 
(49 per cent.) and child (9°6 per cent.), he thought there was some justification for 
Dr. Champneys when he called it a “horrid operation,” at least in comparison with 
induction. 

And how is pubiotomy to be repeated after the second time? And what will be 
the condition of patients after bilateral pubiotomy? Cesarean section can be repeated 
with safety ; he himself had done this on three women, and in a recent number of the 
Boston Lying-in Hospital Report might be seen the photograph of a negress con- 
valescent and happily nursing twins the outcome of her fifth Cesarean section. 
Although he had often seen it asserted, he had never seen any convincing evidence 
that pubiotomy had any marked superiority over symphysiotomy. How many 
English obstetricians had ever performed symphysiotomy? How many foreign 
obstetricians performed it now? Very few, he believed, would be found in either 
category. Pinard, once a powerful advocate of induction, had abandoned it on 
insufficient grounds; had taken up symphysiotomy (with a mortality of about 12 per 
cent. for mothers and children), and now had abandoned it for Cesarean section. 
and Kiistner had given up pubiotomy for extraperitoneal Cesarean section. And, 
with few exceptions, the advocates of pubiotomy agreed that it was only suitable for 
hospital practice, and mostly for non-infected cases. How much would this help 
the inexperienced general practitioner in the country, who did the bulk of the 
midwifery work? 

In his opinion induction of premature labour and Cesarean section were both 
excellent in suitable cases. He did not limit Cesarean section to cases in which the 
membranes were intact and the patient not in labour, thuogh of course those 
conditions were desirable. His own results of Cesarean section had been one 
maternal death in 22 cases, the fatal case being in labour and suffering from a large 
pelvic endochondroma and dilated ureters and kidneys. 

The crucial and difficult question raised by Dr. Blacker’s paper was, what was to 
be done in the case of a patient in labour when the pelvis was too small to allow the 
head to pass? His answer would depend on several circumstances. He would not 
exclude craniotomy, an operation free from risk to the mother; he would prefer 
Cesarean section if the patient had been skilfully attended; he would prefer 
Cesarean section with total hysterectomy if the patient were infected or the tissues 
much lacerated and bruised; and would rather do extraperitoneal Cesarean section 
than pubiotomy in an infected case. Until it had been shown that it was 
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comparatively safe to cut through the bone in a septic case he would hesitate to 
perform pubiotomy, which appeared so fraught with dangers. 


Dr. Amanp Rovts said he had attended the meeting to find out the general view 
of his obstetric colleagues upon the relative value of pubiotomy in cases of contracted 
pelvis, for he had been asked to read a report upon British Cesarean section at the 
next meeting of the International Congress of Obstetrics and Gynecology at St. 
Petersburg. At this Congress Professors Bumm and Déderlein, representing Germany 
and France respectively, are to read reports, and as both these experts have largely 
practised and advocated pubiotomy, a clear indication of the estimate of its value in 
the United Kingdom would be most opportune. 


Dr. Routh thought that there was no doubt that, if a pregnant woman was seen 
before full time, and had a conjugate of over 3 inches, induction of premature labour 
was the correct treatment.If a mistake of too late a date should be made, and 
dystocia were still present, the obstetrician could fall back upon Cesarean section, 
embryotomy or even pelviotomy. If the conjugate was under 3 inches he would 
prefer to do Cesarean section at full-term, for the foetal mortality was very large 
(30-40 per cent.) if labour were induced before the 33rd week. 

Cases seen for the first time at full term should be definitely divided into two 
classes, viz., those where previous attempts had been made to deliver per vias 
naturales, and those where no such attempts had been made. In cases where no 
attempts to deliver had been made, with a conjugate up to 34 inches, and the child 
living, conservative Cesarean section should be done; but if the child were dead 
craniotomy should be performed if the conjugate were over 24 inches, and Cesarean 
section if under 24 inches. 

The difficult cases to decide upon as regards the best treatment were those where, 
in previously untreated cases, the child was alive and the conjugate 34 to 33 inches; 
and these were, in his opinion, the only cases where pelviotomy was justifiable, and 
he preferred subcutaneous symphysiotomy to pubiotomy, as the former operation 
could be more safely repeated, if necessary, at another pregnancy. Personally, 
however, he would prefer Cesarean section even in these cases. He would, in fact, 
say, “When in doubt perform Cesarean section,” for the maternal mortality of 
pubiotomy (2 to 4 per cent.) was as large as that of Czsarean section performed 
under favourable conditions, and the morbidity of pubiotomy (40 to 60 per cent.) 
was incomparably greater than after Cesarean section. 


In cases where attempts had been previously made to deliver, with resulting 
bruising and possibly infection of the tissues, neither conservative Cesarean section 
nor any form of pelviotomy was, in his opinion, justifiable, and he considered that 
embryotomy should be performed if the conjugate were over 24 inches, and Cesarean 
section followed by hysterectomy if under 25 inches. He instanced his last case of 
Cesarean section, where many attempts at delivery by forceps had previously been 
made. The child was living, and he hoped the tissues were not infected. The 
child’s head was, however, found to be abraded, and in a few days septic sloughs 
formed, both on the child’s head and over the fnother’s abdominal wound, with the 
formation of a utero-abdominal fistula which had to be subsequently closed. This 
case had decided him to avoid Cesarean section in future in all such possibly septic 
cases. 


Exceptional cases occurred where general rules could not be carried out. He 
mentioned one such case—his only fatal one—a primipara, where the conjugate 
was about 3 inches, and numerous attempts had been made to deliver by forceps, 
version and cephalotripsy. He found the cervix and vagina badly lacerated, and the 
urethra partly torn away, making any future embryotomy hazardous. After the 
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patient rallied he performed Cesarean section, but the patient died suddenly on the 
third day. In this case Cesarean section seemed to afford the patient her only chance. 


Dr. W. J. Gow pointed out that the treatment of contraction of the pelvis was a 
very difficult subject to discuss because the conditions varied so greatly in individual 
cases. To estimate the true conjugate exactly may be an impossibility, but its size 
could be arrived at with considerable accuracy, and it was convenient to speak of the 
different sizes in figures, although these figures may not represent the precise 
measurement. He considered the estimation of the true conjugate by the introduction 
of the hand after delivery to be just as liable to error as the estimation of it by 
means of the diagonal conjugate. The class of pelves which were of especial interest 
were those through which a full-term child could not pass at term, but through which 
a child could pass if not advanced beyond the 36th week. Induction of labour at or 
about the 36th week, he thought, was a very good operation for this class of pelvis if 
the patient was seen in good time. He did not think labour should ever be induced 
before the 35th week, as if this were done the chance of the child surviving was 
small. For the case to be one suitable for induction the pelvis should be large 
enough for the head, at the time of induction, to pass through the brim by the aid 


of the natural forces. If forceps are required at the brim the case was not suitable 
for treatment by induction. 


In cases where the pelvis is not large enough to allow of a child passing the brim 
at the 36th week, Cesarean section was called for if the patient was seen before 
labour or in the early stages, and the surroundings were such as to enable the 
operation to be conducted with due regard to safety. Done under proper conditions 


the operation of Cesarean section was a singularly safe one, both for mother and 
child. 


Cesarean section during the course of labour, if the membranes had been long 
ruptured, was not safe, although sometimes even then it may be called for. In such 
cases the liquor amnii becomes infected, and if any of it escapes into the peritoneal 
cavity during the course of the operation death may ensue. In such cases also the 
head of the child may become jammed in the pelvic brim or entrapped in the 
contracted lower uterine segment, which may cause some difficulty in the extraction 
of the child, and thus may lead to its death. Also under these circumstances the 
escape of the liquor amnii into the peritoneal cavity will be considerable, a matter of 
no importance if the amniotic sac be unbroken at the time of the operation, but of 
great importance if it be long ruptured. The publication of a series of cases 
of Cesarean section where the membranes had been ruptured for six hours or more 
before the operation is to be desired. Cases, however, not infrequently are seen 
where the patient has reached full time and has been many hours in labour, in 
whom the pelvis is too small to admit of the passage of the child though not 
contracted to such a degree as to prevent the extraction of the child after 
craniotomy. In such cases there are three alternative methods of treatment, 
supposing that the child is alive. They are—(1) Cesarean section; (2) craniotomy ; 
and (3) pubiotomy. Of these three there is no question that for the mother, under 
all circumstances, the safest is craniotomy, and if the surrounding conditions were 
insanitary this undoubtedly should be adopted. In hospital, however, or when the 
surroundings are suitable, the other two operations may be considered. 


Cesarean section in such a case is certainly not free from risk, and occupies a 
totally different position to what it does when performed before labour has started. 
Pubiotomy under these circumstances also exposes the patient to the risk of a fatal 
issue, and also then, and at all times, has, in addition, a high morbidity rate. 
Further, the child does not by any means certainly survive its delivery. 


Dr. Gow pointed out that he had never performed pubiotomy, and that, although 
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under the conditions mentioned above such an operation might at times be justifiable, 
yet the possible dangers to the mother made him unwilling to advise it. As a 
method of deliberate choice where the patient is seen before labour sets in, or at 
the very outset, pubiotomy should never be done. As an emergency operation where the 
liquor amnii is infected it may perhaps, in a very limited class of cases, prove itself 
equal to Cesarean section done under these conditions, but it is a very open question, 
and in all probability craniotomy would prove the wisest plan of treatment. To tell 
the practitioner of midwifery that he is never to destroy a living child is a mistake. 
There are conditions often met with during the practice of midwifery where no 
other treatment would be justifiable. The operation of pubiotomy admittedly 
requires hospital surroundings for its successful performance, and, further, the risks 
of this procedure are mainly from accidents which may occur just as probably if the 
patient has just fallen in labour as if she had been in labour for many hours. 

The Presipent (Dr. HaNpFIELD-JoNES) quite agreed with the previous speakers 
who had laid down the axiom that in all cases of delivery the safety of the mother 
was the first consideration for the doctor in charge. And in his opinion if any 
operation was attended with distinct risk to the mother’s life or the mother’s health 
afterwards, then the child’s life should be sacrificed, and craniotomy was perfectly 
justifiable. The only exception he would make would be in cases in which the 
mother, knowing the risks to herself, yet insisted that the life of the child should 
be the primary consideration. Here the practitioner would be bound to respect her 
wishes, provided he felt a moral certainty that the operation would infallibly 
safeguard the life of the child. 

Pubiotomy at the best could only be needed on the rarest occasions. The very 
need of the operation was clear evidence that the doctor had failed to recognize 
morbid conditions before the onset of labour, or that the patient, though warned of 
these conditions, had neglected the advice given her. Every teacher of midwifery 
needs to impress more and more on the minds of his students that in every case of 
pregnancy the patient should be examined two or three times during the last two 
months of her pregnancy. Pelvimetry enabled one to form a rough estimate of the 
probable shape and measurements of the pelvic brim, but it was only the experience 
gained by repeated examinations which enabled one to estimate the size of the foetal 
head, the hardness of the child’s skull, and the exact relation of the foetal head to 
the pelvic girdle. 

The records of induction of labour in lying-in hospitals did not give the true 
estimate of the foetal mortality, for in many of these cases the time of induction 
was settled by the skilled expert, but the actual delivery was left in the hands of the 
house surgeons or men of limited experience. If the records of midwifery experts 
could be taken entirely from their private practice it would probably be shown that 
the percentage of foetal mortality was very low. 

He quite agreed with Dr. Gow that if pubiotomy was ever to be done, it would 
be in cases such as he had indicated in his remarks. 


In replying to the discussion, Dr. Bracker said that he had only advised the 
performance of pubiotomy in the very rare cases in which Cesarean section was 
inadvisable. There were a certain number of pregnant women who would be very 
unfavourable subjects for any form of abdominal section, and he could imagine that 
a patient upon whom premature labour had been induced two or three times un- 
successfully might refuse a Caesarean section and might prefer to take the chance 
of spontaneous delivery at full term. In such a case, if the head failed to come 
through the pelvis, after a prolonged second stage, pubiotomy might be preferable 
to the forcible delivery with forceps or to craniotomy on the living child. It was 
quite true that Cesarean section was an easy and relatively a very safe operation, 
but at the same time it was not likely, if it was practised so extensively, as some 
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of the speakers thought desirable that the mortality of the operation would remain at 
its present low rate and it must be remembered that it entailed a small danger of a 
in ventral hernia, and that a not inconsiderable number of cases of rupture of the 
uterus in a subsequent pregnancy had been recorded. He desired to thank those 
speakers who had taken part in the discussion on his paper, as he thought it had 
been at any rate of some value in eliciting so many valuable expressions of opinion 
on this subject. 


EDINBURGH OBSTETRICAL SOCIETY. 
Meeting held Wednesday, March 9 1910, Dr. Havttain (President) in the Chair. 


The following specimens were shown :— 
(1) A Large Tumour of the Labium Majus, by the President. 


(2) (a) Tristan’s Modification of Assilini’s Forceps. (b) Calculus removed from 
Bladder of Patient, who was operated on sixteen years ago for Pyosalpinz. The 
nucleus of the stone was a silk ligature. (c) Various Pus Tubes, one showing a 
complete twist. By Mr. N. T. Brewis. 


Dr. J. M. Munro Kerr (Glasgow) read a paper on 


Tue ImportTaNceE OF REMOVING THE UTERUS IN CERTAIN DISEASED CONDITIONS OF 
THE ADNEXA. 


He first of all referred to the necessity of conservative surgery when that was at 
all possible in diseased conditions of the uterus and appendages. He then discussed 
the desirability of radical operative procedures in cases in which the adnexa were 
hopelessly diseased. He believed in such cases it was undesirable to leave the uterus 
behind. The two diseases of the adnexa to which he specially referred were malignant 
disease of the ovaries and pyosalpinx. As regards the former, he pointed out that 
it was unsurgical to leave the uterus behind. It was now generally accepted that 
in malignant disease the operation should be as radical as possible. He referred to 
several cases in support of this contention. As regards pyosalpinx, he considered it 
advisable that the uterus should be removed along with the pus tubes, and that for 
the following reasons :— 


1. The diseased tubes could be more satisfactorily removed if the uterus were 
taken away also. 


2. By removing the uterus along with the tubes there was less likelihood of the 
tubes being burst during operation. 

3. In not a few cases where the tubes only were removed, the uterus caused 
subsequent trouble, and a second operation for its removal became necessary. 


Dr. Munro Kerr finally referred to the importance of dealing thoroughly with 
any bowel that might be injured. He believed it was better to resect any portion 
of badly injured bowel rather than try to patch it up. In this connection he 
mentioned a recent case where both tubes and ovaries were removed along with a 
much injured cecum. The patient made a good recovery. 

As regard results, Dr. Munro Kerr stated that when it was his custom simply to 
remove pus tubes he had a mortality of 10 per cent., but during the last three years, 
since the more radical treatment was adopted, he had not had any deaths. 


Sir Hattrpay Croom congratulated Dr. Kerr on his paper, and entirely 
homologated his views. 
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Dr. Barsour asked how far one was to apply Dr. Kerr’s principles. It was rare 
to find malignant disease of uterus and of ovaries associated. If Dr. Munro Kerr 
found .a malignant papilloma of the ovary, would he remove the uterus? In such 
cases Dr. Barbour thought the infection more likely to arise from the peritoneum. 
With regard to pyosalpinx, he asked if the reason for removal of the uterus was that 
it was a source of danger to the patient, or that it was a cause of subsequent 
discomfort when enlarged. The risk of extending the raw area and of opening the 
broad ligaments made him hesitate to remove the uterus. If the uterus was a 
source of danger why not remove it in all cases; why restrict the removal to the 
more severe cases only? 


Mr. N. T. Brewis had no adverse criticism to offer. His experience was that 
radical measures gave better end results, and that alone justified them. In malignant 
disease of only one ovary the disease might or might not recur after removal; but it 
was better to remove the other ovary and uterus as well, as subsequent metastases 
might occur. In such cases the prognosis was not bad, but in bilateral ovarian cancer 
the prognosis was bad, as the disease was often of metastatic origin from the 
intestine. In pyosalpinx he did not regard the removal of the uterus as so essential. 
Many of these were gonorrheeal in origin and the uterus was seldom infected. But 
in tuberculous cases the endometrium was liable to be diseased, and the uterus should 
be removed. 


Dr. Forpyce said he was tempted to remove the uterus in cases where the removal 
of pus tubes left a large raw surface. It was more important in these cases than 
in cancer, as in the latter there were other neighbouring structures besides the 
opposite ovary and the uterus which might develop the disease. 


Mr. Scorr CarmicHakx referred to some recent work on physiology, and said the 
conclusion was that the uterus without the ovaries was of no physiological value and 
should not be left. 


The PrestpENT congratulated Dr. Munro Kerr, but owing to the late hour 
reserved any criticism. 


Dr. Munro Kerr, in reply, said that the coexistence of malignant disease in 
uterus and ovaries was rare. He had seen it twice. It was a general principle in 
malignant disease to remove as widely as possible. Further, he was sure that the 
uterus without ovaries was of no physiological value, and was just a source of 
trouble if left behind. 


Dr. B. P. Watson read notes of two cases of 


Urervs Bicornis. 


Case 1. Discovered accidentally while clearing out an incomplete abortion, the 
right half being pregnant. The two halves of the uterus separate from each other 
down to the os internum; a common cervical canal, but a mesial band dividing the 
external os into two halves. A fleshy band in the vagina, evidently the remains of a 
septum. One previous full-time labour. 


Case 2. Discovered accidentally while removing a retained placenta which was 
in the right half of the uterus. The left half admitted the finger at the termination 
of labour. The two halves separate down to the os internum, but a common cervical 
canal and external os. The patient had had four full-time labours previously without 
any trouble. 

Neither patient had menstruated during previous pregnancies. In both the 
condition could be palpated bimanually under an anesthetic. 
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Sir Hatitpay Croom said he had seen several cases of uterus bicornis. In one 
case he removed a four months hydatid mole, and three days later the patient passed 
a cast of the uterus. He emphasized the possibility of mistaking the condition for a 
tubal gestation, which had been brought up by Dr. Watson. He had made this 
mistake twice. In both cases every symptom of tubal gestation was present even to 
the passage of decidual casts. 


Dr. Forpyce drew attention to the increased tendency to abortion in cases of 
septate uterus in his experience of the condition. 

The Prestpent recalled four cases of the kind, in one of which, after a mis- 
carriage, there was great difficulty in diagnosing it from a tubal gestation. This was 
ultimately done by feeling the pregnant half of the uterus contracting, and the 
prognosis was verified by a subsequent abortion. He was inclined to think that the 
condition was much more common than it was usually thought to be. 


The SecreTary read a paper on a 


Case oF ANTENATAL LoBAR PNEUMONIA, 


by Atexanper Don, C.M., F.R.C.S., Dundee, which appears on p. 429 of this 
number of the JourNAL. 


